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Editorials 


DR. WILLIAM GERRY MORGAN, PRESI- 
DENT OF THE AMERICAN MEDICAL 
ASSOCIATION, HITS THE NAIL ON 

THE HEAD WHEN HE PROTESTS 
AGAINST GOVERNMENT INTER- 
FERENCE IN PRIVATE AF- 
FAIRS AND IN THE MEDI- 
CAL PROFESSION 


PATERNALISM IN MEDICINE CONTINUES TO BE 
AN ITEM oF STEADY GROWTH AND JUS- 
TIFIABLE CAUSE FOR ALARM 


Length and strength of governmental control 
in public and private affairs is a menacing 
scourge confronting the American people. No- 
where does this invidious paternalism make it- 
self more insidiously apparent than in the ques- 
tion of medical economics. 

Communists stalking at large like the devil 
seeking a world to devour chose well when they 
picked upon the humanities of the medical pro- 
fession as an entering wedge for their diabolical 
doctrines. State medicine, or other unlimited 
governmental control of medical affairs is both 
unjustified, uncalled for and incompetent to serve 
either the best interests of economics or of in- 
dividuals or of the progress of the science itself. 

Dr. William Gerry Morgan of Washington, 
D. C., president of the American Medical Asso- 
ciation, gave such a masterly epitome of the 
situation in the address that he delivered before 
the organization when it met in Detroit in June, 
that it would be well if some public spirited in- 
dividual or society would have the address re- 
printed and distributed broadcast in booklet 
form. 

Dr. Morgan rapped sharply the “tendency of 
medicine away from the doctor as an individual 
to the doctor as a paid employe.” 

Defining this condition as paternalism Dr. 
Morgan proceeds to say: “Whether exercised 


by a government, an employer, a group of citi- 
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zens, a parent or a guardian, the principle in- 
volved is the same. It is the principle or prac- 
tice of the government that undertakes to sup- 
ply needs or to regulate conduct of the gov- 
erned in matters affecting them as individuals as 
well as their relations to the state and to each 
other on the assumption that it can best deter- 
mine and secure their highest welfare.” 

Paternalism, according to Dr. Morgan has a 
tendency to go in waves or tides. Primitive so- 
ciety was entirely paternalistic. 

Along in the eighteenth century society be- 
came complex, and as the social equality of in- 
dividuals began to fade, class distinctions began 
to manifest themselves. Strong, capable individ- 
uals want little interference on the part of the 
state but merely protection in lawful pursuit 
of a livelihood. Weak individuals desire to be 
relieved of personal responsibility and to lucuri- 
ate in the benefits of paternalism. 

When society is vigorous and thrifty there 
arises the political doctrine of laissez faire, or of 
individual freedom. But European nations have 
recoiled with decadence from this virile doctrine 
and America, as ill-befits its constitutional prin- 
ciples, is endeavoring to join the recoil. 

As Dr. Morgan phrases it aptly: 

“The laissez faire state in rotation always be- 
gins to exercise an attitude of paternalism, first 
in matters of aiding industrial or other groups 
in the prevention of poverty, in the care of the 
sick, and by assisting those bereft by death of 
the source of support. The state, having once 
more entered the home and looked into the fam- 
ily exchequer, assumed again the paternalistic 
attitude, until now (at least in certain notable 
instances with which all are familiar) it says 
what its citizens shall drink, what they may and 
may not buy and sell, what they may and may 
not do on certain days of the week—in short, 
it has built up such a maze of thou-shalt-not 
laws governing personal affairs that one wonders, 
What next?” 

Dr. Morgan started from the basic principle 
laid down by Ruskin that there is only “one 
way of seeing things rightly and that is seeing 
the whole of them.” The statement is equally 
true of medicine as a whole, curative as well as 
preventive, and it is particularly true of Amer- 
ican medicine. 

There has never been a time in the history 
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of our republic when the medical profession had 
greater need of seeing the whole and looking to 
the end. Indeed, certain paternalistic tendencies 
of the times give the same challenge to the very 
foundations of our system of government, and 
the problem which the medical profession is fac- 
ing in reality forms part of the great problem 
which the nation as a whole faces—the slow- 
moving, stealthy, vigor-sapping specter of over- 
lordship which, for the want of a better term, 
we call paternalism. 

In order to comprehend the paternalistic at- 
titude of government or of society toward mat- 
ters pertaining to health and general physical 
and mental well-being, it is not necessary to 
trace the history of medicine from the time of 
the migratory clan, with its taboos and its in- 
cantations. As all know, it was long after our 
progenitors settled down with an established 
form of government that the practice of medi- 
cine developed into anything beyond the incanta- 
tion, voodoo, superstitious, religio-medical stage. 
But the individualism which developed as the 
human race became organized into a more and 
more highly complex system of life finally began 
to manifest itself in a new interpretation of the 
idea that in union there is strength; and with 
this, as physicians, we are concerned. 

Though Dr. Morgan cited a lengthy list of 
menaces the tendency to bureaucracy and pa- 
ternalism incurs, and dwelt lengthily on experi- 
ences of Germany and Great Britain with gov- 
ernmental sickness insurance plans, the most 
direful threat pointed out was that of state med- 
icine. Said Dr. Morgan with emphasis: “All 
must grant, there are certain matters pertain- 
ing to the health of the citizenry of any country 
that can be administered more advantageously 
by the government, national, state or municipal, 
than by the medical profession, in groups or in- 
dividually. 

The history of the United States Public 
Health Service, from its beginning in the Ma- 
rine Hospital Service, authorized by act of Con- 
gress and approved by the President in 1798, 
makes fascinating reading. Its evolution has 
been gradual, perforce, and has followed the 
trend of scientific medicine. Its functions now 
include: (1) protection of the United States 
from the introduction of disease from without; 
(2) prevention of the interstate spread of dis- 
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ease and suppression of epidemics; (3) coopera- 
tion with state and local boards of health in 
health matters; (4) investigation of diseases of 
man; (5) supervision and control of biologic 
products; (6) public health education and dis- 
of health information. To such 
manifestations of governmental control there can 
be no objection, and it is sincerely hoped that no 


semination 


encroachments on private rights will ever be 
made by this splendid agency of our government. 

“But we are not willing to accept the view 
expressed by some that public health or pre- 
ventive medicine has practically no limits. We 
are not willing to see the entire population, with 
the exception of the rich, taken away from the 
individual physician, whether he be family doc- 
tor or specialist, and turned over to the salaried 
physician who, by virtue of the circumstances 
under which he must render his service, will not 
be able to devote to the individual patient the 
careful study that is or may be required. And 
when I say that we are not willing to see these 
things come to pass, I have in mind the inter- 
est of the sick and not the bank account of the 
No scheme has yet been evolved of 
state insurance, state medicine, or whatever it 
may be called, and that has demonstrated un- 
equivocally the advisability of going the limit 
in the matter of governmental control over in- 
dividual health maintenance.” 


physician. 


Some of the fundamental points emphasized 
by Dr. Morgan are that hospitals changing from 
their original status of charity institutions to 
the present position of places for the care of 
all kinds of sick—well-to-do, poor, and pauper 
have brought about a condition unjust to phy- 
sicians. The popular misconception has arisen 
that the doctor’s services are included in the 
hospital’s service, and that one bill covers both. 
A Massachusett’s court has even ruled this way, 
he said. On the contrary, the hospital in no 
sense provides the services of the physician who 
treats the patient there. The services are not 
the hospital’s to provide. Dr. Morgan ably and 
pointedly summed up and offered these basic 
principles for adoption by the House of Dele- 
gates: 

1. The physician is no more obligated to pro- 
vide for the care of the indigent sick than his 
fellow citizen. 

?. In mutual charitable undertakings for the 


EDITORIALS 235 


care of the sick, each citizen contributes what he 
has; the laymen, physical necessities; the phy- 
sician, professional skill. But each has a right 
to protect himself from exploitation and to 


judge of the merit of the recipients of his bounty. 

3. When a hospital offers its facilities to a 
mixed clientele, pay, part pay and pauper, the 
distinction between the sources of those facilities 
should be clearly recognized. The physical 
equipment and service is of general public origin, 
and their uses may be sold or given away in the 
discretion of lay boards; but the professional 
facilities are, and always must be, the contribu- 
tion of the medical staff as individuals and can- 
not become in any sense the property of the in- 
stitution. 


4, When a hospital is owned and operated by 
the government and supported by taxation, to 
which the medical profession contributes its due 
proportion, medical attendance should be paid 
for by taxation, along with all the other facilities 
supplied by the institution. 

5. No hospital, instituted and supported by 
public philanthropy or community cooperation 
of any kind, should be permitted to increase its 
revenues and so reduce its financial burden on 
the public, by any system of collecting fees for 
medical attendance, and thus engaging in the 
corporate practice of medicine. 

6. 'The membership of the Association should 
be guided by these principles in accepting posts 
on the staff of hospitals, and should refuse to 
support by the contribution of their services, or 
by the references of their patients, any institu- 
tion violating them. 

Says Dr. Morgan further: 

“Of the compulsory insurance act in Great 
Britain Sir James Barr says: ‘A long step in 
the downward path toward socialism. It will 
tend to destroy individual effort, and increase 
the spirit of dependency which is ever found 
in degenerate races. This spoon-fed race will 
look more and more to a paternal government to 
feed and clothe it, and not require it to work 
more than a few hours daily. They will be fur- 
ther encouraged to multiply their breed at the 
expense of the healthy and intellectual members 
of the community.’ ” 

Despite this opposition. of the British Med- 
ical profession to state medicine, it was reported 
in 1927 that there were in England, Scotland 
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and Wales, 38,486 physicians employed by the 
state. 

Says Dr. Morgan: 

“The wonder to us is that any member of 
the medical profession anywhere would become 
part and parcel of such a scheme. And yet, 
within our own ranks there are men in high 
places who are engaged in propaganda to bring 
about some such system of practice in this coun- 
try. We have enough of it already in so-called 
contract practice, in lumber camps, ‘sweatshops,’ 
and various commercial and industrial institu- 
tions; do we want the paternalistic hand of the 
government to reach out and take hold of med- 
ical practice in any such fashion as that started 
by Germany and followeed by so many other 
countries? Do we want any form of state med- 
icine, within the definition laid down by this 
association ?” 





THE MEDICAL PROFESSION OF ENG- 
LAND IS TO BE MADE THE CUSTOM- 
ARY CATSPAW FOR PULLING THE 
CHESTNUTS OUT OF THE FIRE 
IN THE ATTEMPT AT FURTHER 
INVASION OF GREAT BRI- 
TAIN BY SOCIALISM 


Those thinking citizens who crusade for civil- 
ization and system rather than for communism 
and chaos have been worried enough over the 
workings of the British “dole.” An even more 
fruitful cause for concern is the news just now 
seeping out of England to the effect that social- 
ism is preparing an even further invasion of 
Great Britain, with the medical profession the 
customary catspaw for pulling the chestnuts out 
of the fire. 

England’s “bloodless revolution” seems on the 
way to make trouble enough before it gets 
through. Better a little blood letting and less 
phlebitis. Physicians in England are already 
working under the iniquitous “Panel system,” 
of which the dire effects upon the community 
have not as yet begun to be noticed by the laity, 
only physicians realize the degree to which the 
efficiency of the medical profession has been 
affected. 

What the outcome will be of the purpose 
scheme of putting the public health of the Brit- 
ish isles into a portfolio offers a neat problem. 

This newest form of medical socialism is called 
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“The Public Medical Service Association.” Its 
purpose is to socialize completely the medical pro- 
fession by furnishing free state medical, nursing, 
institutional and surgical attention to any citizen 
of any class irrespective of pedigree or pocketbook. 
The promotors are putting national health on 
a par with the corn, hog and sheep crops. They 
are aiming to consider tuberculosis, gallstones 
or venereal disease in the same way that the 
United States looks at the boll weevil or wheat 
blight. Somerville Hastings, M. P., larnygol- 
ogist at Middlesex hopsital, presided at a re- 
cent meeting held at the house of commons. Dr. 
Jane Walker, a tuberculosis specialist, was ap- 
pointed secretary to the temporary executive 
committee appointed to draft a constitution. 
Get it plainly into your head that the service 
intended will cover all prophylaxis, personal as 
well as community; as well as dental, preven- 
tive, medical, surgical and nursing treatment 
in each and all forms, ramifications, and tan- 
gents, and all this will all be administered under 
“the ministry of health.” Hitherto the great 
example of robbing the individual of that indi- 
vidualism that is the basic germ of all man- 
hood has been, in the medical sphere, the na- 
tional health insurance act, that like all malign 
legislation has been casting its shadow of possi- 
ble extension, far, far ahead. 

The United States, the worst law ridden coun- 
try in the world, can’t stand aside where such 
socialistic endeavor is considered. We dare not 
consider it none of our concern. We have al- 
ready had a sample of this “public health in- 
surance” stuff in the Sheppard-Towner bill, now 
seeking to play the phoenix in the Newton bill, 
and in the drug addict nonsense being pushed 
along in the Porter bill. That which will hap- 
pen in England and in other countries afflicted 
with the adoption of national health insurance 
laws, when all their “possibilities” are in the 
hands of politicians is going to be terrible. 
Wholesale herodism will flourish for one thing. 

As a matter of fact all legislation of the Shep- 
pard-Towner type should be opposed everlast- 
ingly and without ceasing. For enactment of 
such legislation inevitably constitutes a step that 
is ruinous. The United States must be warned 
in time and take that warning. 

Dr. Walker, one of the strongest proponents 
of the British proposed mess, admits that “The 
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movement will be opposed by the medical pro- 
fession, that is, of course, conservative.” How- 
ever, she thinks, that “An increasingly large 
proportion of physicians is prepared to consider 
the proposal and that if legislation comes the 
profession will bow to the inevitable.” Similar 
difficulties arose when the health insurance act 
came into operation. Many physicians refused 
to work it and have never come within its scope, 
Dr. Walker holds that in general these physicians 
themselves and not the community have suf- 
fered. To the objection to a state medical serv- 
ice that under the public would have no choice 
of physician she replies that “it is not realized 
how few now have choice. A physician can have 
thousands on his panel, have offices all over the 
district, pay physicians to work for him and draw 
the fees. But a comprehensive state service 
would remedy this as well as other defects of the 
insurance act.” Something of the nature pro- 
posed is already in operation at Swindon (a 
town mainly inhabited by railway men and their 
families), where all the physicians work together 
and attend the entire population in rota. Argu- 
ment used in favor of a state service is “that 
it would abolish overlapping of the functions of 
the various branches of medical service; that it 
would free physicians from the pecuniary un- 
certainties of private practice; that it would 
provide the large sums required in scientific in- 
vestigation for the prevention of disease; that 
it would give a more equal division of physi- 
cians as between rich and poor areas, and that 
it would put the hospitals on a firm financial 
basis.” 

Of course, in England the present health in- 
surance act extends its beneficences only to the 
poor; to the “working classes” and to a section 
of the “middle class” patently unable to pay for 
the medical, institutional and surgical attention 
their physical needs demand. Extended and 
put into a portfolio, the king as well as the 
commoner would have the same service and, willy 
nilly would have to take it or leave it. 


Tlere is a mental pemmican for the man with 
an eye to the future. United States stick-in-the- 
muds should realize that a man in an airship can 
cross the Atlantic in 48 hours and that an idea 
makes the crossing in about 48 seconds. 

What will be the outcome of putting the pub- 
lic health of the British Isles into the port 
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folio of a diplomat? This newest form of med- 
ical socialism is communism rampant. 





YOU MAY NOT BE INTERESTED IN POL- 
ITICS, BUT POLITICS IS INTER- 
ESTED IN YOU 


In Irs MANAGEMENT OF PuBLIC BUSINESS PoL- 
Itics Grips Every MAn’s ConrTact WITH 
SocleETY AND WITH THE GOVERNMENT— 

Puysicians Cannot AFFORD TO QUIT 
PoLitics, FoR PoLitics WILL Not Quit 
THEM—THE QUALITY OF POLITICS 
DEPENDS UPON THE DEGREE OF 
Pusiic InwerEst IN It 


Party politics must go under the hammer for 
the nonce if physicians of Illinois are going to 
make count their influence for requisite legisla- 
tion through the results of the next election. 

There is no time to waste, Primaries are 
hanging over our heads. April 10 is a day of 
destiny. The voice of the candidate is heard in 
the land, and the voice of the physician must be 
raised immediately to discover just what these 
candidates intend to do about matters affecting 
the medical profession and its dependent, the 
public health and welfare. 

Ballots talk. More effective than any other 
oratory is the count at the polls. Let the physi- 
cians of Illinois show that this gift of electoral 
eloquence is not denied them by making them- 
selves heard at the time that the candidates are 
selected for nomination. ‘This preliminary right 
of selection will cut down the work later on. 

The times demand that patriotism supersede 
partisanship. What a candidate for any office 
is going to do about the insidious red propa- 
ganda springing up stout as purslane all over 
the land, each and every doctor should discover 
without any delay. 

Even the physician can’t accomplish this mir- 
acle. 

Doctors who think that they can dodge the 
perhaps tedious, but admittedly necessary task 
of becoming interested to the point of personal 
exertion in the government of the United States 
are mistaken. The rule holds that a man must 
govern his horse or be governed. Apathetic 
physicians who are willing to submit to the 
despotism of money-grabbing, wire-pulling poli- 
ticians may find food for thought and spur to 
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action on April 10 in this able editorial, appear- 
ing recently in the oldest newspaper in the State 
of Ilinois—“THE CuHicaco JOURNAL.” 

This reads, under the heading, “Politics”’— 

“There is no escaping politics. It has a bear- 
ing on almost every human interest. Frank 
Kent, one of the ablest of correspondents in 
Washington, where he represents the Baltimore 
Sun, has been writing for the publication called 
The Nation’s Business, and saying that in a 
greater or less degree every adult American is a 
politician perforce. He may not be ‘interested 
in politics,’ but politics is interested in him. In 
its management of public business it grips every 
man’s contact with society and with the govern- 
ment. 

“Tt is impossible, Kent shows, to be born or 
to die, to marry or to be divorced, without pol- 
itics having to do with the matter. Every tax 


you pay, the smooth streets and the good roads, 
the public schools, the fire department, the health 
department, the water you drink, asylums, courts, 
custom houses, jails and penitentiaries, the 
police, the post office, every law and ordinance— 
all spring from government, government springs 


from parties, and parties are in politics. 

“The people can not afford to quit politics, for 
politics will not quit them. The quality of the 
politics depends upon the degree of the public’s 
interest in it.” 

What better, plainer plea can be made the 
physician and at this crucial moment? 

Remember the primaries on April Tenth. 


AN APPEAL TO PROSPECTIVE MEMBERS OF THE 


LEGISLATURE 


Prospective members of the legislature should 
be informed on the following general principles, 
of interest equally to the medical profession and 
ihe general public. 

We have too many laws, and too large a tax 
levy. 

Living expense and taxes will be lowered as 
soon as hundreds of over-priced, interfering, re- 
cently adopted and unnecessary laws are done 
away with. America is mortally ill from a 
plague of laws. This evil is maintained at an 
annual cost per capita of $91, and of about $350 
per family. One out of every twelve people in 
the United States who are over sixteen years of 
age, and who are gainfully employed, is on the 
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public payroll. In the last few years this ratio 
has risen from one out of every 1,000. 

There are 15,000,000 employees on the public 
payroll according to the estimates of census 
statisticians. This places an office-holder or 
“tax-consumer” on the backs of every two tax- 
producers. Exclusive of pensioners there are 
almost three million public servants whose pay 
comes from the ever increasing taxes. A large 
proportion of this number is engaged in the 
administration and execution of superfluous 
statutes. 


2 


A similar situation crushed France and pro- 
duced the French revolution. It was the bane 
and damnation of Germany. 

“Americans are now compelled by law to do, 
and prohibited by law from doing, more things 
than were the citizens of autocratic Europe be- 
fore the war.” 

We are the victims of a paternalistic regime 
that will eventually enslave and bankrupt the 
country. The cost of government has become 
unbearable. Too many functions of local and 
of state governments are being controlled by 
hidden bureaus in Washington. There is more 
power exercised today in these bureaus by un- 
known “experts,” political appointees of whisper- 
ing propaganda, than by the courts themselves. 

Centralization of government, bureaucracy, 
state subsidies and autocratic control are a poig- 
nant menace, and a fatal growth. 

Bureaucracy is a curse wherever inaugurated. 
In the management of medical affairs it is fatal. 
Germany stood at the pinnacle of medical 
achievement thirty years ago. Under bureau- 
cratically administered state medicine, Germany 
has come to have the worst medical service in 
the world and the poorest care for the health of 
the people. It will be ruinous to the health and 
welfare of the United States if this system is 
adopted in this country. 

Before the coming legislature there will be 
presented many bills, attempting to regulate in- 
competently the practice of medicine and need- 
lessly to increase taxation. Many of these bills 
will provide for the licensing to practice med- 
icine, of uneducated and improperly equipped 
men and women. 

We ask no especial favors for doctors, but 
we believe in a single standard of education and 
a thorough professional training before a man 
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or woman can be licensed to practice the healing 
art or to diagnose disease. 

Persons who seek a license to treat human ail- 
ment in the State of Illinois should know how 
to make a diagnosis of disease which is essen- 
tial for the conservation of the public health. 

There should be no side door short cuts to the 
practice of the treatment of disease in this State. 

Ask your prospective representative what will 
be his attitude towards medical legislation de- 
signed to increase taxes and to medical legis- 
lation intended to safeguard your health and 
that of your neighbors and fellow-citizens. 





GO TO THE POLLS AND VOTE NOVEM- 
BER 4th—DOCTORS SHOULD TABOO 
PARTY POLITICS 


Docrors SHoutp TaBoo Party PoLitics—Now 
Is THE TIME TO MAKE Your INFLUENCE 
Count—Docrtors’ TrouBLes ARE EconoMIc 

PHysIcIaANns HAVE TO MAKE THE CHOICE 
BETWEEN A REPUBLICAN CANDIDATE 
Wuo Is Wrone EcoNOMLCALLY AND 
A Democrat WuHo Is Rigut EKco- 
NOMICALLY — THAT WILL BE 
THE REAL Test OF THE Loy- 
ALTY TO AN EcoNOMIC 
PRINCIPLE 


President Coolidge has said, “Ewery voter 
ought not merely to vote, but to vote under the 
inspiration of a high purpose to serve the na- 
tion.” The job of doing so confronts us at the 
election November 4. 

By the time the physicians of the land spend 
even more money, and more time, to discover 
that neither they nor their profession can com- 
pete with practical and practicing politicians, 
the importance of paying more attention to elec- 
tion day will be brought home to every man with 
an “M.D.” at the end of his name who calmly 
sits back now and lets the country be run by the 
unscrupulous who are not “too busy to bother” 
with the ballot. 


What economic self-preservation the medical 
profession has been able to achieve has not ac- 
crued from any devotion to citizenship duties, 
but because of the respect in which, even in this 
topsyturvy day, the average citizen, still holds 
the medical profession. 

If the doctors of Illinois would attend ever so 
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slightly to their personal citizenship duties—the 
task involving their personal participation in 
all elections—the result would be a near-panacea 
for a multitude of civic ills, that are insidiously 
near to eating at the very core of the essence of 
civilization. 

It is no longer a question of a man’s “getting” 
or “not getting into politics.” It is up to the 
medical men to cry “Checkmate” to politics. 
For the politicians of the country have already 
grabbed hold of the very tail of the medical 
profession, and are literally swinging this august 
body of men about with as little ceremony as if 
it were a yellow dog! 

Blinking at facts is useless. The entire trend 
and achievements of legislation in the past 
twenty years shows how medicine is being made 
the pawn of politics. In another twenty years 
the medical profession will find itself, half throt- 
tled and altogether ham-strung unless it wakes 
up. Nor does “waking up” mean that any man 
can do this deed vicariously. The situation is 
up to the individual physicians of the land. 

Each doctor must doff his toga of science suf- 
ficiently long to discover what is going on be- 
fore the result gives him and his profession, ani 
par consequence, the public health and the viril- 
ity of civilization—a knock-out blow. Just a: 
soon as physicians will enter the actual arena of 
politics and lend their professional support to 
those ethical lawyers and clergymen who are 
accomplishing a brave futility in the effort of 
getting politicians out of politics, there is going 
to be a marked change in conditions and a 
restabilizing of the foundations of the world’s 
greatest democracy. 

Well has it been said that the policies of one 
set of physicians are in force so long as “fifty 
and one-tenth per cent. of the votes are cast 
for those politicians, and the opposite policies are 
in force when one voter in a thousand changes 
his mind. It is on such extremely slight changes 
as these that often hangs success in any political 
field.” 

Even now, hobbled by the almost ubiquitous 
lethargy with which the average physician re- 
gards elections, candidates and the entire sys- 
tem of democratic government—physicians have 
far more influence than they suspect with mem- 
bers of law-making bodies. Wide knowledge, 
good judgment, public spirit and the gift of vis- 
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ion are sine qua non with every successful man 
of medicine. Physicians everywhere should 
realize this imminent necessity for their stat- 
ing to the public as well as to law-makers, not 
only the ideals of the profession, but the argu- 
ments for their adoption and their absolute 
bearing upon the health and the wealth of every 
country. This setting forth of principles, should, 
if indicated, be also a going forth to war for 
the right—a defense of medical ideals and of 
the country. 

Everybody, everywhere may not agree with 
some of the ideas and dicta of President Cool- 
idge. But every sane minded individual, any- 
where, must coincide with these assertions of 
the nation’s chief executive: 

“Many of the founders of our government 
gave all their wealth and their lives for the 
right of franchise. 

“The right of franchise is the right to vote. 

“Tt is the most valuable heritage that the 
American people have. 

“The right to vote is more than a privilege. 

“It is a duty. 

“Our government will continue to give us 
the opportunity for independence and freedom 
only if we do our duty towards the government. 

“Our duty is to go to the polls and vote in- 
telligently. 

“Tt is our duty to see that each member of 
our family, who is qualified, votes. 

“Tt is our duty to know the records of the 
candidates. 

“To some of them you will entrust your lib- 
erty and the protection of your property.” 

Again are the physicians of the country be- 
sought to take heed of the electoral situation. 





DOCTORS WHO HAVE ACHIEVED FAME 
IN OTHER FIELDS THAN MEDICINE 
Dr. Cart O. SCHNEIDER—COLOR PHOTOGRAPHY 
OCULIST EXTENDS VISUAL PLEASURES 

THROUGH USE OF COLOR 
PHOTOGRAPHY 
CarL O. ScCHNEIDER’s LUMIERE AUTO- 
CHROME ILLUSTRATED LECTURES ARE 
PopuLtarR WitH WIDELY VARI- 
ANT AUDIENCES 


Dr. 


To be an oculist pre-supposes tasks conducive 
to pleasures of the eye. The chosen avocation 
of Dr. C. O. Schneider, a prominent Chicago 


ILLINOIS MEDICAL JOURNAL 











October, 1930 





oculist, plays hand-maid to his skilled profes- 
sion of correcting defective vision, by unfolding 
a world of magic sight. With Dr. Schneider 
autochroming is a distinct art. 

His color photography is fascinating and of 
rare beauty, even when it is compared with mod- 
ern elaborate screen productions. Scenes de- 
picting lovely wild flowers in their natural en- 
vironment, forests and meadows and more mag- 
nificent beauty spots of nature, such as the 
abysmal canyons of Utah and Arizona, moun- 
tains and their beautiful valleys and lakes, are 
the subjects from which Dr. Schneider has “held 
the mirror up to nature,” with breath-taking 
fidelity. He shares this interesting hobby with 
the publie by projecting these interesting scenes 
on the screen and by accompanying them with 
a suitable lecture. 

Autochrome illustrated entertainments are very 
uncommon because plates larger than lantern 
slide size and special projection apparatus are 
required when showing to large audiences, and 
it is interesting to note that only one or two 
persons besides Dr. Schneider are equipped to 
accomplish this. 

Dr. Schneider is a resident of Winnetka, a 
suburb on the beautiful North Shore of Chi- 
cago, where he has taken an entire series of 
the flowers and gardens of those positively royal 
places. In southern Utah and in Arizona where 
Dr. Schneider has passed five summers, he has 
found even a more rugged appeal to the heart 
of the beauty lover. His wealth of autochromes 
reproduce with awe-inspiring splendor and fidel- 
ity of coloring, the marvelous scenery of Bryce, 
Zion and the Grand Canyon. These have been 
shown to innumerable medical and _ scientific 
groups, such as, the Academy of Sciences, the 
Field Museum, the Art Institute, the University 
Club, the Chicago Camera Club and the Com- 
mercial and Portrait Photographers’ Associa- 
tions, who all testify to the merit of his art. 

About twenty-five years ago, Lumiere, a cele- 
brated French painter and his brother originated 
the art by means of which all natural colorings 
and shadings of objects and scenes can be re- 
produced on their especially prepared plate. In 
a casual attempt at describing the process it 
might be remarked that on each plate there is 
imposed a layer of minute starch particles col- 
ored red, green and blue-violet, each of which 
acts as a color filter. Underneath the starch 
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layer is an ordinary sensitive photographic emul- 
sion. Exposure of the plate is made in the 
usual manner. It is then developed, reversed 
ani redeveloped so that it becomes a positive 
rater than a negative; thereby each plate be- 
cones an irreproducable original Lumiere col- 
ore: transparency which is used as a lantern 
slide. This Lumiere method is still the most 
successful process of color photography, and few 
technicians have become more adept in this art 
than Dr. Schneider. 

“Beauty is in the eye of the beholder.” Dr. 
Schneider’s eyes see double where beauty is con- 
ceriied. He has the photographic facility, the 
patience, the artistic knowledge and the sense 
of elimination that enable him to compose his 
subject into an adorable picture. Infinite care, 
such as is required for ocular surgery, enables 
him to develop his color plates with due respect 
to the canons of art as well as the canyons of 
nature, : 
1 our column of “Hobbies of Medical Men” 
we have as candidates for future write-up the 
nanies of the following physicians who have 


achieved fame in fields other than medicine. 


They are: 

Richard S. Pattillo, Henry T. Byford and 
Louis J. Tint, all of Chicago. Do any of our 
readers know of additional names that should be 
added to the list ? 





BIG MEETING AT QUINCY, ILLINOIS, ON 
NOVEMBER 17, 1930 

The Fifth Annual All-Day Clinical Confer- 
ence of the Adams County Medical Society will 
be eld at the Elk’s Club, Quincy, Illinois, on 
Monday, November 17, beginning at 9:00 A. M. 
The program will be an All-Cleveland one and 
is especially arranged to appeal to physicians in 
general practice. There will be a total of nine 
sclen'ifie addresses on a variety of medical and 
surgical subjects, with morning, afternoon and 
evening sessions. Among the speakers will be 
Georse W. Crile, M. D., F. A. C. S.; William 
Mullin, M. D., F. A. C. S., and Russell Lanram 
Haden, A. M., M. D., member of the Cleveland 
Clinic Foundation. 

All ethical physicians are cordially invited to 
dtten’ and there is no registration fee. 

This Annual All-Day Meeting of the Adams 
County Medical Society has become more popular 
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each year and a total registration of 300 phy- 
sicians are expected to attend. 

A detailed program of the meeting can be 
ebtained from the Secretary, Harold Swanberg, 
M. D., 211-224 W. C. U. Building, Quincy, Il. 





ANNUAL MEETING OF THE SOUTHERN 
MEDICAL ASSOCIATION WILL BE 
HELD IN LOUISVILLE, KY. 

The Jefferson County Medical Society, which 
will be host to the Southern Medical Association 
during its annual meeting in Louisville, Ky., 
November 11 to 14, 1930, desires cordially to 
invite you to this event which will be the most 
outstanding medical convention ever assembled 
in Louisville. 

There are many reasons, too numerous to men- 
tion, why the rank and file of the medical pro- 
fession in the South, and in other States adja- 
cent to Kentucky, should be interested in at- 
tending this meeting. Louisville is looking for- 
ward with the keenest interest to the time when 
it shall open its arms in a hearty greeting to 
those who shall attend. 

Louisville, as well as the State of Kentucky, 
is rich in scenic beauty, and there are numerous 
points of historic interest which will have a 
strong appeal to many who have already sig- 
nified their interest in the stories about Louis- 
ville which have been running in the Journal of 
the Southern Medical Association. 

The scientific work of this Association is well 
known to your editorial staff. There will be on 
the program of the Louisville meeting many 
physicians and surgeons of national and inter- 
national reputation whose papers and discussions 
will be of outstanding interest to all in attend- 
ance. 

Emmett F. Hering, M. D., 

Pres. Jefferson County Med. Society, 
W. E. Garpner, M. D., 

Chairman Publicity Committee. 





A PEN PICTURE OF THE COUNTRY 
DOCTOR 

Dr. R. F. Lischer, Mascouth, Ill., has re- 
cently brought out a booklet entitled, “THE 
COUNTRY DOCTOR.” The book is interest- 
ing reading, it gives a mind picture of the ups 
and downs of the life of a country doctor. He 
shows the relation of the country doctor towards 
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the city specialist, the problems of changing 
times in country practice; his experience in the 
school of hard knocks; the country doctor’s task 
in getting the true spirit of medical science ; the 
value of the human touch in the art of healing. 
There is a chapter on the doctor’s faithful horse, 
the doctor’s home and many other interesting 
sidelights on the problem of the country doc- 
tor. The book contains several interesting pen 
illustrations. A copy of the work can be had 
hy writing direct to Dr. Lischer. 





NEGRO DEATHS IN ILLINOIS GREATER 
THAN BIRTHS 

According to Dr. Andy Hall, director of 
health, State of Illinois, the mortality rate 
among blacks is more than twice that among 
whites. 

During the six years ended with 1927, the 
most recent for which statistics are available, 
there were 101 more deaths than births among 
In that period there were 
For these 


negroes in Illinois. 
31,574 births and 31,675 deaths. 
years the average annual mortality rate among 
the blacks was 23 per 1,000 colored population 
and 11.5 among the whites. 

Tuberculosis, pneumonia and syphilis are the 
three diseases which account for the bulk of ex- 
cessive mortality among the negroes. Tuber- 
culosis, for example, kills about 400 negroes per 
year out of each 100,000 in Illinois, while among 
the whites the rate is scarcely above 60. For 
pneumonia the average annual death rate among 
negroes in the United States during the 10 years 
ended with 1920 was 268 while amoung whites it 
was 158. Comparative statistics are not avail- 
able for Illinois but the difference is probably 
greater since pneumonia is usually more preva- 
lent among the blacks in the latitude of this 
State than in the south. In Tennessee, which is 
further south, the death rate from pneumonia 
among blacks in 1929 was 103 among whites 48. 

For syphilis the statistics are more difficult 
to secure because this infection frequently leads 
to death from other ailments, especially heart 
disease. Thus mortality charged against syphilis 
directly, that due to heart disease and also in- 
fant mortality relate to syphilis. In Illinois 
the annual infant death rate among whites av- 
eraged 70 for the six years ended with 1927 


while among blacks it was 126. In Tennesse 
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in 1929 the white death rate from syphilis was 
8 against 44 for negroes while from heart dis- 
eases the rate was 107 among whites and 240 
among blacks. These data would apply to Illi- 
nois, where comparative statistics are lacking, 
and they show that syphilis is many times more 
prevalent among negroes than whites. 

All three infectiorf$ are subject to control 
through sanitary, medical and hygienic pro- 
grams. A death rate of 300 or 400 from tuber- 
culosis used to be common among white people. 
There is every reason to believe that an equally 
vigorous campaign against the disease in blacks 
would result no less satisfactorily than that 
which has caused such a phenomenal decline 
in the prevalence of the infection among whites. 
Properly conducted programs against pneumonia 
and syphilis would bring similar results. 

Under present conditions the negro population 
constitutes a great reservoir of these diseases 
which is a constant menace to the whites. So 
long as these three infections continue to pre- 
vail among blacks on the present scale, there is 
no hope of approaching an eradication of them 
among whites. 




























MICHAEL REESE HOSPITAL ESTAB- 
LISHES HEART CLINIC 
August 15, 1930, the board of trustees of 


Michael Reese hospital announced the opening of 
a group of laboratories designed for research 









in diseases of the heart. 

The laboratories were established primarily 
through a gift of $20,000 outright and the crea- 
tion of a trust fund of approximately $120,000 
by Mrs, Fannie Wedeles in memory of her hus- 
band. 

“The investigation of angina pectoris and cor- 
onary sclerosis and thrombosis (hardening and 
obstruction of the arteries supplying the heart) 
have been chosen as the first problems for study,’ 
the announcement of the board of trustees stated. 
“Because of the major importance of these types 
of heart disease in our strenuous, modern, metro- 
















politan existence and because of the high toll 
they exact among the finest of our men ané 
women in the middle decades of life we have 
undertaken research on a large scale in this 
field.” 

In connection with the laboratories there has 
been established a special cardiac clinic which 
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employs two full time cardiac social workers 
vho assist the doctors in adjusting patients to 
home, school and industrial problems. Special 
beds for the study of heart patients have been 
set aside in the general hospital wards. A full 
time medical director and a staff co-ordinate the 
various aspects of this project and the work of 
the clinical staff of Michael Reese Hospital along 
the line of diseases of the heart. 

One of the activities of the heart group is the 
giving of post-graduate courses for physicians. 

The work of the clinic is designed to assist in 
the country-wide movement for the prevention 
und control of heart disease from which there 
has been a constantly increasing death rate. 





ATROPHY OF THE LIVER DUE TO 
CINCHOPHEN PREPARATIONS 


Because of the extensive use of cinchophen 
hy physicians as well as its rather extensive use 
in patent medicines which are used by the laity 
in the way of self medication the following 
timely editorial that appeared in the Journal 
A.M. A., August 2, 1930, is here reproduced for 


educational purposes. We quote: 


When cinchophen, or phenylcinchoninic acid, was 
introduced into therapeutics, about 1908 (reinforced by 
the trade name “Atophan” — the tophi remover), its 
striking effect on the elimination of uric acid captured 
the clinical imagination, which was at that time perhaps 
somewhat overconscious of uric acid. The product at- 
tained immediate popularity. The uric acid complex 
receded, and it was soon seen that atophan belied its 
name, for the tophi proved unreasonable and refused 
to be removed. The drug was found, however, to be 
an effective analgesic, much like the salicylates, with 
which it has many points of similarity. Since the taste 
is different, the popularity of cinchophen continued to 
increase, so much so that it achieved a place in the 
United States Pharmacopeia. Various esters and deriva- 
tives were advertised extensively for the benefit of 
those who do not like the flavor of cinchophen and 
incidentally for the benefit of the manufacturers, who 
could establish a monopoly on each little change. Thus 
cinchophen flourished, at the hands of the profession, 
and found its way into almost every household as a 
friend for the arthritic. “If it did no good, at least 
it could do no harm.” This rubber stamp was widely 
used, for it was thought to be literally true. Only a 
rare skin eruption was observed as an undesirable effect 
—surely an insignificant risk in these days of auto- 
mobiles, airplanes and gunmen. 

Suddenly, in 1923, evidence became available indicat- 
ing that this trusted and harmless household friend was 
causing fatal hepatitis It is startling to reflect that 
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this condition must have been going on for fifteen years 
before it was discovered. Physicians had been pre- 
scribing the drug day after day and observing the 
effects. One becomes doubtful of the future history of 
other popular drugs; for instance, the barbital deriva- 
tives. The case of cinchophen involves circumstances, 
however, which makes it rather exceptional; thus the 
hepatitis occurs only in relatively few of the patients 
who have taken cinchophen; it has no relation to the 
dose; it is often deferred for some time, perhaps some 
weeks after the drug has been discontinued, and, finally, 
some degree of jaundice often occurs spontaneously in 
the febrile conditions, which often exist when the drug 
is prescribed. All these factors served to divert atten- 
tion from the drug as the cause. 

What shall we do about cinchophen? Since there are 
many other analgesics about as effective as cinchophen 
in many cases, and without this insidious danger, the 
least that can be done is to avoid its use whenever 
possible. Unfortunately, this is not quite as simple as 
it sounds; for a physician may be easily led into pre- 
scribing cinchophen when he does not know it. He 
may avoid it under the official names of cinchophen 
and neocinchophen, or the original therapeutically mis- 
informing names of atophan and novatophan; but can 
he be expected to keep in mind all the noninforming 
names which manufacturers invent, so that they may 
have something that they can copyright and that others 
are not allowed to ifhitate? In a recent communication, 
Dr. Rabinowitz listed twenty names for this group of 
drugs, and there are many more. Six of the names that 
he lists are applied to simple, unadorned cinchophen; 
how many physicians would recognize this under the 
name of Agotan or Quinophan or Phenoquin? The 
example illustrates the importance of the rule of the 
Council on Pharmacy and Chemistry which permits not 
more than one trade name, that applied by the original 
discoverer. This rule has often been attacked on 
business grounds, but the Council has insisted that 
multiplication of trade names hinders physicians in 
keeping informed about the nature of the drugs that 
are advertised. The rule protects those who use New 
and Nonofficial Remedies, but it can do little for others- 

The case is even worse for the “patent” medicines 
that are advertised directly to the public. Now that we 
have been warned, physicians will doubtless be careful 
to restrict the use of cinchophen, to avoid known con- 
traindications, and to watch carefully for the first signs 
of danger. Cinchophen should never be used without 
this close medical supervision; but “patent” medicine 
manufacturers can sell cinchophen to the pubic without 
restrictions, in mixtures of secret composition. It may 
be recalled that a considerable number of the cin- 
chophen intoxications resulted from such a secret nos- 
trum. The incident illustrates the importance of enact- 
ing laws to forbid the sale of “patent” medicines unless 
the active ingredients are declared on the label, so that 
the consumer has at least that much knowledge for his 
protection. The only restraint on the unlimited sale 
of cinchophen in “patent” medicines is the possibility of 
financial loss through civil damage suits. 
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AN APPRECIATION FOR DR. WILLIAM 

GERRY MORGAN, PRESIDENT 

OF THE A, M. A. 
Monmouth, IIlL., 
September 5, 1930. 

Dr. William Gerry Morgan, President 
American Medical Association, 
Washington, D. C. 
Dear Dr. Morgan: 

At a meeting of the Council of the Illinois 
State Medical Society held this week in Chi- 
cago, a resolution was passed whereby I was 
instructed to write to you and to thank you in 
the name of the Illinois State Medical Society 
for appointing our good friend and past presi- 
dent, Dr. Charles E. Humiston of Chicago, a 
member of the Council on Medical Education 
and Hospitals. In this same resolution, it was 
stated that it is the opinion of the Illinois State 
Medical Society that Dr. Humiston, who has 
been a teacher in a Class A Medical School for 
many years, and who has been deeply attentive 
in all phases of hospital work and management, 
is extremely well fitted for this position. 

Our society has been highly interested for 
many years in hospital standardization, and it 
has been our belief that the American Medical 
Association, composed of members of the medi- 
cal profession in all branches, is the one organ- 
ization actually fitted for this important work. 

The Illinois State Medical Society believes 
that Dr. Chas. E. Humiston will be a valuable 
addition to the personnel of the Council on Med- 
ical Education and Hospitals, and that he will 
work untiringly for the best interests of the 
medical profession of this country. 

Yours very cordially, 
Harotp M. Camp, M. D., 
Sec., Illinois State Med. Soc. 





MAKING CANCER A REPORTABLE DIS- 
EASE IN ILLINOIS 
Silvis, IL, 
September 22, 1930. 
Dr. Andy Hall, Director, 
Illinois State Department Public Health, 
Springfield, Illinois. 
Dear Dr. Hall: 
At a recent meeting of the Educational com- 
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mittee of the Illinois State Medical Society it 
was agreed that each member of the committee 
should address you by letter with a statement 
of his own reaction or opinion regarding the pro- 
posal that cancer be made a reportable disease 
in Illinois. 

Bear with me please, while I carry out the in- 
struction which is mandatcry upon me. You 
know that I have no wish to be presumptuous 
and my expression chronicles personal opinion 
only. I doubt the constitutional authority of 
any legislative body or executive agent of Illi- 
nois to make cancer a reportable disease for the 
reason that personal cancer is not recognized as 
a public menace. “Reportable diseases” have 
become so, because of public dangers inherent 
upon contagion. The accepted scientific belief 
of our period is that cancer is neither infec- 
tious nor contagious. My cancer, if any, is a 
personal affair which is in no way a menace to 
my neighbor; so long as accepted teaching up- 
holds that belief, I propose to wear it privately 
and refuse to report it to anybody. Is there 
an agency in Illinois which can compel me? 

I think I know several good reasons why the 
State of Illinois should not attempt to colleci 
a voluntary list of citizens suffering with this 
ailment and I should endeavor to present them 
publicly should such action ever seem indicated. 
For your private consideration I suspect that one 
only may be conclusive,.as it is to me, and | 
offer the attached newspaper clipping as Exhibit 
A: in which the Chicago Tribune of September 
16, 1930, quotes Dr. Joseph C. Bloodgood of 
Baltimore: “No longer need patients living 
far from the great medical centers spend hun- 
dreds of dollars to visit the clinics staffed by 
experts. Their ailment can be diagnosed as 
readily and accurately if they mail x-ray photo- 
graphs to the clinics.” 

My somewhat inadequate knowledge of human 
physiology forces me to the conviction that all 
claims of either diagnosis or treatment by mail 
border so closely upon quackery that my pro- 
vincial mind cannot tell the difference: and | 
shudder at the thought of the financial gypping 
of its citizens which the State of Illinois might 
encourage by providing-a free but authentic list 
of prospects for quacks. I feel that that would 
be extragovernmental business and small busi- 
ness for Illinois. I know that Dr. Bloodgood 
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had at one time a respected name among phy- 
sicians: my own provincial respect is gone. I 
can only seek to help guard Illinois against error 
and I cite the inclosure as adequate reason why 
the State of Illinois should decline to participate 
in the preparation of sucker lists. The failure 
of authority likewise seems conclusive to me. 

Permit me to cite a case: . Two or three years 
ago a roentgenogram of mine made for a Chi- 
cago citizen, showed a tumor which I told her 
was probably an aneurysm of aorta and for 
which I advised equable and temperate living, 
under observation, other findings being negative. 
This woman was past middle-age and had con- 
sulted good doctors in Chicago and in Minne- 
sota and my finding and advice were her first 
definite instructions. The negative was sent to 
her home in Chicago and was viewed by a good 
man. ‘'T'wo weeks ago she inhaled gas from a 
stove in a closed kitchen and presently died. 
During this summer she had endured one highly 
gratifying and one seriously disappointing eso- 
phageal dilatation. My presumed aneurysm has 
turned out to be an esophageal malignancy and 
it is my opinion that neither Dr. Bloodgood nor 
Norman Baker nor any other mail-order or 
radio expert could have told the difference at the 
time when I saw the picture. 

I charged this woman a very nominal fee, 
indeed. Her other doctors did not abuse her 
I believe. She never was at any time a menace 
to her neighbors. She died in the realization 
of a discomfort which no quack could have saved 
her from. I am glad that her name never did 
appear upon any official “sucker list from the 
State of Illinois” with all the expense and un- 
happiness which such an inclusion would have 


exposed her to. 
Wm. D. Cuapman, M. D. 





AN OPEN LETTER 


September 18, 1930. 
Medical and Dental Arts Club, 
185 North Wabash Avenue, 
Chicago, Illinois. 
Dear Sirs: 

I have received three bills for the quarterly 
yayments on yearly dues of the period July, 
\ugust and September. 

My membership in the Club represents about 


CORRESPONDENCE 


five hundred dollars paid in up to date. Dur- 
ing that time I have been inside it not more 
than six or seven times, three of these times 
being at dinners held by other organizations. 
This, of course, is not the fault of the Club, 
if I have not made use of it. I joined only 
out of sentiment and belief in that there should 
be a professional club, and of course have paid 
my dues faithfully and promptly. 

The club was taken over by the bondholders 
in August, and as far as I am concerned be- 
came Strauss and Company’s Medical and Den- 
tal Arts Building. My obligations to the club 
are about one-third of $13.75, or roughly $3.60 
for the period from July to August. 

If someone is willing to take the time to ex- 
plain the justice of further bills, I shall be glad 
to receive a reply. In fact, I expect and feel 
one is due. I pay my bills promptly and do not 
care to receive bills indefinitely for something 
for which I feel would be throwing good money 
after bad. 

Sincerely yours, 
GrerarD N. Krost, 
2376 E. 71st St. 


THE REPLY 


September 23, 1930. 
Dr. Gerard N. Krost, 
2376 E. 71st Street, 
Chicago, Illinois. 
My dear Dr. Krost: 

Your letter of the 18th just received. You 
may recall that I have reported from time to 
time that we had an understanding whereby the 
medical and dental professions were given five 
years in which to redeem this property. I would 
not have given liberally of my time and energy 
during the past two and one-half years merely 
for the purpose of helping Strauss and Com- 
pany increase the income and take ownership. 

Strauss and Company do not want this build- 
ing. It is their earnest desire that the medical 
and dental professions come into ownership. 
Our attorneys are endeavoring to negotiate a 
contract looking to that end. There should be 
a medical and dental headquarters in Chicago 
where visiting physicians and various medical 
and dental meetings can be held with the serv- 
ice and accommodation in keeping with the dig- 
nity of the two professions. 
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The original plan provided for the organiza- 
tion of another company or association—a trust 
or foundationship—a medical and dental foun- 
dation for the receiving of funds either by dona- 
tion or will and the ownership of property. The 
foundation to be in trust and operated for the 
benefit of the Chicago Medical and Chicago 
Dental Societies. Should other special medical 
and dental societies become interested as such, 
they also to elect from their membership rep- 
resentatives upon the board of governors of the 
foundation. The Medical and Dental Arts Club 
shall elect representatives to the board of gov- 
ernors and receive benefit therefrom, looking to 
ihe reimbursement of the men who have paid 
dues, bought stock and memberships, and loaned 
money for the equipment of the club. 

There are now some seventy medical and den- 
tal and allied meetings held in the club rooms 
per month. The three or four hundred mem- 
bers of the medical and dental professions who 
have been paying their dues have made this and 
the ultimate ownership of the property possible. 
The board of governors hope that they and other 
friends will continue to support the proposition 
until an adequate and satisfactory financial pro- 


gram can be agreed upon and presented to the 


membership for adoption. 

It is the board of governors’ desire that the 
entire membership of the Chicago Medical and 
Chicago Dental Societies in good standing be 
members, per se, of the Medical and Dental Arts 
Club, and that the club shall become a famous 
meeting place and that the profession shall look 
forward with pride to meeting of the same the 
general medical and dental headquarters for the 
Century of Progress in 1933. 

Yours truly, 
Board of Governors. 





TAKE NO CHANCES 

A jockey was suddenly taken ill, and the trainer 
advised him to visit a doctor in the town. 

“He'll put you right in a jiffy,” he said. 

The same evening he found Benjamin lying curled 
up in the stables, kicking his legs in agony. 

“Hello, Benny! Haven’t you been to the doctor?” 

PY es,” 

“Well, didn’t he do you any good?” 

“T didn’t go in. When I got to his house there was 
a brass plate on his door—Dr. Kurem. Ten to one’—- 
I wasn’t going to monkey with a long shot like that!” 
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LEARN THESE FACTS ABOUT CANCER 

Truths that everyone should know about cancer are 
listed in an article in the April Hygeia by Dr. Francis 
Ashley Faught. 

Cancer begins as a single spot and is at first always 
a local disease; as such it is removable and permanently 
curable. 

Cancer never dies out of itself, but continues to grow 
until it destroys the life of the person in whom it grows. 

Cancer is not a blood disease; it is the abnormal 
growth of normal cells in the body. 

Cancer is in no way infectious or contagious. 

Canceg chooses to attack diseased rather than healthy 
parts; therefore cancer may be considered in some in- 
stances a preventable disease. 

Precancerous conditions are those which are not yet 
cancerous but may become cancerous if neglected. 

Chronic irritation is a definite precursor of cancer. 

There is no safe, simple serum, drug or other rem- 
edy for cancer. 

Surgery, X-rays or radium, singly or combined, are 
the only known methods of treatment. 

The periodic health examination is a valuable pre- 
ventive measure against cancer. 





HOW LARGE IS A TEASPOON? 


In a recent number of the American Druggist there 
appeared the following: 

“Physician directs a teaspoonful. You write it on 
the label. Pick up some of the teaspoons in your own 
home. Measure the capacity of each. Note the dif- 
ference between what one holds as against another. 
Obviously every teaspoon used for administering med- 
icine should be a standard teaspoon. What are we to 
do about this?” 

Now that the druggists have taken up this ques- 
tion, it seems pertinent that the physicians should do 
the same. We shall be glad to hear from our readers 
exactly what they think of this question. 

It is interesting to note that an announcement from 
the Drug Trade Bureau of Public Information says: 

“For a few cents the family medicine chest can be 
supplied with a graduated ‘medicine glass,’ thus avoid- 
ing possible ‘over-doses’ or ‘under-doses’ in the admin- 
istration of medicines.” 

This warning is one of a series of suggestions relating 
to the handling and administration of medicines in the 
home, issued in connection with the observance cf 
First-Aid Week. Some of the suggestions are as 
follows : 

“Never take medicine in the dark. 

“Always look at the label and read the directions 
before taking a dose of medicine. 

“Never increase the dose or take it more frequently 
without consulting your physician. 

“Pour from the bottle with label upward. This keeps 
the label clean and legible. 

“Never take medicine originally intended for others; 
the drugs it contains may be entirely unsuited for your 
condition and be actually harmful.” 
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Original Articles 


OBSTETRICS* 


J. S. Tempieton, M. D. 
PINCKNEYVILLE, ILL, 


The position of woman in any civilization is 
an index of the advancement of that civilization. 
Since woman’s place is best gauged by the care 
civen her at the birth of her child, the advances 
and regressions of civilization are seen nowhere 
more Clearly than in the story of childbirth. 

Childbirth was accepted among primitive peo- 
ples as a natural process. And as such it was 
treated with indifference and brutality, At the 
height of the Egyptian, and again at the height 
of the Greek and Roman, civilizations the art of 
caring for the child-bearing woman was well de- 
veloped. With the decline of the Greek and 
Roman civilizations the care of woman deteri- 
orated. For thirteen centuries the practices de- 
veloped by the Greeks and Romans were lost or 
disregarded in Europe. The art of caring for 
child-bearing was not brought back to the level 
of its former development until the sixteenth or 
seventeenth century of our era. 

With the renaissance of European civilization, 
there came a change in the care given the child- 
hearing woman. This change was slower in ad- 
vancing than were many of the other changes 
which marked this period. Material advance- 
ment came before humanitarian advancement. 
The hazard of child-bearing, and the number ot 
deaths at birth due to neglect is not altogether 
the fault of the medical profession, which can 
give no more than a community will accept. It 
cannot of itself overcome the inertia of civiliza- 
tion, nor say what value shall be placed on the 
lives of women and children. . 

in 1739 a special department for instruction 
in obstetrics was created in the University of 
Glasgow. In America the first record of a man 
milwife appeared six years later. The New 
York Weekly Post Boy for July 22, 1745, stated, 
“Last night died in the prime of life, to the al- 
most universal regret and sorrow of this city, 
Mr. John Dupey, M. D., Man Midwife.” Con- 
cerning this character it may be truly said as 
David did of Goliath’s sword: “There is none 


*Kead before Southern Illinois Medical Association at Benton, 
Nov. 7, 1929. 
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like him.” Later there is mentioned Dr. Atwood, 
also of New York, who is remembered as the 
first doctor who had the courage to proclaim 
himself a man midwife. It was deemed scandal 
to some delicate ears. Mrs. Granny Brown with 
her fees of two or three dollars was still the 
choice of the majority who thought that women 
should be modest. King’s College of New York 
City, later Columbia University, preceded the 
College of Philadelphia in giving the first regu- 
lar degree in America, since its course of in- 
struction was shorter than that in the Philadel- 
phia school. In 1769 Columbia graduated two 
men, having overcome in the meantime its regard 
for Granny Brown to the extent of giving in- 
struction in obstetrics. 

The American Revolution interrupted the 
teaching of obstetrics at the newly founded schooi 
of Pennsylvania. Little was accomplished in the 
next half century to alleviate the suffering of 
child-bearing women, although men of outstand- 
ing ability such as Meggs of Philadelphia, Simp- 
son of Edinburgh, Soranus, Pare, Holmes, and 
Semmelweis championed its cause. Semmelweis 
labored through a lifetime of opposition and 
persecution in the vile wards of the great charity 
and lving-in hospitals of Europe. He found the 
cause of puerperal fever, controlled it in the hos- 
pitals where he worked, gave a practical method 
for its eradication, and died of its infection. 

The use of anesthetics to alleviate the pain of 
surgical operation and child-birth was unknown 
before the middle of the nineteenth century. The 
use of anesthesia in surgical operations is now 
commonplace. The use of chloroform in child- 
birth was introduced by Simpson in 1846. He 
was denounced by the clergy and the people of 
Scotland. He replied to these accusations in a 
series of papers of such theological skill and 
sound logic that little was left to be said against 
the use of chloroform. It is a discredit to those 
who have practiced midwifery since Simpson’s 
time, more than three-fourths of a century ago. 
that more has not been made of the wonderful 
method he introduced. The time will unques- 
tionably arrive when the general attitude now 
existing in regard to anesthesia at childbirth will 
be looked back upon, and considered as_bar- 
harous, as were the conditions in surgery in pre- 
anesthetic days. 

It has been said that had the male side of the 
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human race been bearing the suffering of child- 
birth, we would have long ago found more uni- 
versal means of relief. ‘That cannot be charged 
against us justly, for many centuries passed 
when midwives were delivering practically all 
babies and even less progress was made than 
we are now making. MHistory reveals that 
women obstructed rather than assisted in the 
alleviation of suffering during their days of 
obstetrical work. 

I have tried different methods of anesthesia 
and prefer chloroform for general use. With 
a competent nurse or helper to administer it 
chloroform relieves the intense suffering of child- 
birth, and sufficiently soothes the patient that 
any of the usual obstetrical operations are per- 
formed without pain or danger. In my experi- 
ence neither mother nor baby have been injured 
by its use. 

Not only is chloroform a pain reliever but it 
is very useful to relax the rigid perineum and 
the uterus. A version is accomplished with less 
effort and less danger if the patient is thoroughly 
anesthetized. 

We are told that at the present time about 
fifteen thousand deaths occur annually in the 
U. S. from maternal causes. The rate for Ili- 
nois is 5.4 per one-thousand—a full point higher 
than Great Britain has experienced any year for 
the last twenty years. The Southern section of 
Illinois is higher in birth loss than either the 
northern or central section. With these facts 
in mind it certainly behooves us to give this 
matter careful consideration. 

I have been asked to review my obstetrical 
experience for whatever benefit it may be to 
those who practice obstetrics. 

My records show three deaths from puerperal 
eclampsia, another from an affection of the 
brain, either an embolus or hemorrhage. No 
doubt some of these could have been saved by 
proper prenatal care. This report is based upon 
about two thousand deliveries, extending back 
over a period of thirty years. And although 
during the first half of that period little atten- 
tion was given to prenatal care, it is embarrass- 
ing to admit that even a few deaths were directly 
chargeable to the ignorance or neglect of either 
the public or our profession. We cannot bring 
back those who have slipped away from us, but 
in the future we can be sure that any deaths 
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which may occur are not caused by our ignorance 
or negligence. 

One fatal case in my experience occurred in 
recent years. I saw the patient only a few days 
before confinement, and cannot say just what 
care she had been given. In another case the 
husband consulted me only a week before his 
wife was taken sick. There was no opportu- 
nity for even a urinalysis. The other two 
deaths occurred early in my practice, and I feel 
sure that neither had proper prenatal attention. 

Two problems confront us. One is, by what 
means can we arouse the profession to the in- 
portance of prenatal care, that the time may 
soon come when every woman we are called upon 
to care for has proper attention. 

The other is how to educate the public to the 
idea that, although maternity is a physiological 
process, every pregnant woman should be 
watched to be sure that the body’s organs ave 
all functioning in a normal manner. 

Most pregnant women need examination anil 
advice as to their exercise, diet and medical aid. 
But time forbids my advising what prenatil 
care should be given. 

In my records hemorrhage was the most out- 
standing factor in the other three deaths, One 
was a bad presentation with a placenta praevia. 
It was necessary to do a version. A free anti 
and post partum hemorrhage so depleted the pu- 
tient that she died of shock after delivery. 
Proper prenatal care might have enabled this 
patient to survive even though conditions were 
against her. ‘The other two had suffered severe 
cervical tears at previous deliveries and had been 
repaired. A difficult delivery and hemorrhaze 
caused death. Possibly an immediate repair of 
a severely torn cervix, which we would now do, 
or a Cesarian operation would have saved thein. 
Not that we should attempt to repair every 
lacerated cervix immediately. Many of them are 
so slight they will heal without stitching, and 
many of our cases are where we have a poor 
chance to practise ausepsis. To repair any 
cervix immediately after delivery one should 
have competent assistance and strict cleanliness. 

Following prenatal care an important factor 
is presentation and delivery. Little need ve 
said about a normal head presentation though 
it may require time and patience. If the baby 
comes properly the head must be kept from 
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bearing too heavily on the perineum or from 
being expelled too rapidly which endangers the 
perineal body. ‘The child’s mouth must be 
cleansed from mucus promptly. 

Of the abnormal presentations, the occipito 
posterior has given me the most trouble. We 
are advised to change them to a face presenta- 
tion, but I have found that hard to do. My 
experience has been that a podalic version is the 
best procedure provided we see the patient in 
time. I have delivered several babies occipito 
posterior with instruments. In some of these 
cases there was but little damage done to the 
mother though the method was often dangerous 
and difficult. 

I have lost few babies and no mothers on 
account of breech presentation. I prefer con- 
verting them into a foot presentation, if pos- 
sible, though the same trouble may arise de- 
livering the head either way. I make sure the 
occiput presents anterior and complete the de- 
livery by inserting my finger into the child’s 
mouth, bringing the child’s body to right angles 
with the mother’s body, and delivering the head 
face first. 

It is advisable to convert knee, elbow and 
shoulder presentations into foot presentations. 
The advantages are many. In the case of a 
placenta praevia the feet and legs can be brought 
down into the lower portion of the uterus and 
often provide the necessary pressure. This is 
a part of the child’s body which is not so easily 
damaged as the head. Unless too much pressure 
is made the cervix is dilated gradually and the 
mother is unharmed. 

Normal deliveries may occur with either a 
lead, breech or foot presentation. Without 
proper care the child may be lost or the mother 
receives serious injuries even though the delivery 
he normal. It is not in these cases however 
‘that our greatest troubles arise, but rather in the 
‘bnormal delivery. A head may come down to 
he perineum and yet be so delayed that forceps 
vre necessary. My experience is that both care 
and skill are often required to deliver a child 
‘in oecipito anterior position. One is apt to 
‘asten the forceps on the right side of the mother 
over the child’s right eye instead of over the 
parietal bone as it should be. Much damage 
may be done to the child though the operation 
in this presentation may seem very simple. Keep 
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in mind the child’s head position and attach the 
forceps accordingly. 

Potter, in his recent writing states that 
ordinarily version is to be preferred rather than 
a high forcep operation. My experience leads 
me to say that version is safer for the child 
than many high forcep operations and possibly 
as safe for the mother. 

In a recent article by Danforth printed in the 
Inuinois MeEpicaL JouRNAL he bemoans the 
untimely use of pituitrin. To me pituitrin has 
been a great help. In recent years I have had 
fewer still-births, and am satisfied that few if 
any mothers have been harmed by it. Dr. Dan- 
forth has probably done more consultation work 
than I, and has seen how the other fellow uses 
it. Ten years ago I read a paper before this 
society, and at that time questioned the routine 
use of pituitrin. I am using it now in the 
majority of my cases but never until the cervix 
is dilated and often only to secure firm con- 
traction after delivery of the child. 

From July 1, 1925, to Jan. 1, 1927, I de- 
livered one hundred and sixteen babies, using 
as my records show pituitrin in exactly ‘one 
hundred cases. There was but one still-birth 
and it was one of the sixteen where pituitrin was 
not used. There were no maternal deaths and 
so far as I could ascertain the mothers are all 
in good health at the present time. Several of 
them have given birth to healthy babies since, 
in a normal manner. One of the hundred babies 
died at six months of age of colitis. Others, I 
think, are all living and well. This is the only 
period that I kept an accurate account of my 
use of pituitrin. 

I still use ergot in practically all of my cases 
and believe in its effectiveness. A normal de- 
livery of the placenta and a well contracted 
uterus is undoubtedly a reason we have so little 
puerperal fever. Of the few cases of puerperal 
fever which I have experienced the worst was 
a spontaneous delivery, cared for by the hus- 
band of the patient. Though she recovered, her 
life has not been the same since. I have often 
wondered what kind of germs could have been 
on that man’s hands to make a woman so 
desperately ill. Speaking of the delivery of the 
placenta, I use Crede’s method and seldom have 
much trouble. It seems to me that often our 
trouble is caused by tension on the cord if it 
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is wrapped around the neck or otherwise, the 
placenta body is pulled down out of its elongated 
position. In a recent picture of a placental de- 
livery, I noticed it was allowed to drop into a 
pan, its weight pulling the sac after it. It seems 
to me better to support the placental body with 
the hand and wait for the sac to follow without 
tension. 

After delivery there is a child and mother to 
care for. I am happy to say that you will hear 
another on the care of the child, one who special- 
izes in that subject. Just one word about the 
child before we hand him over to the pedia- 
trician. I am of the opinion that it has been 
our custom when resuscitating a child to use 
entirely too much force. We try every kind of 
artificial respiration, we swing him in the air 
by his feet. This seems about as crude as the 
mother doddling her sick child on her knee. We 
do not recommend that, so should not practice 
it on the new born. Good artificial respiration 
may be produced by placing a catheter in the 
trachae and blowing air through it into the lungs. 
If the child has not a fatal injury it will breathe 
and recuperate. 

Another absurd idea is that of keeping the 
mother in bed ten days and then permitting her 
to get up and work. She may sit in a chair 
even though it has been only seven days if she 
feels able and her confinement has been an 
ordinary one. But she should remain off her 
feet for three weeks and do little, if any, work 
for six weeks. 

I am able to speak of only a few of the troubles 
that beset us but you will observe from this brief 
report of my obstetrical experiences that it is no 
That seems to be the trouble in 
Southern Illinois. How many have we major- 
ing in obstetrical work? How many obstetri- 
cians have we in this lower section of Illinois? 

Obstetrical work is largely done by the gen- 
eral practitioner or surgeon, men who, many of 
them, at least, consider it unimportant business. 

We are very fortunate in having an efficient 
and fearless man at the head of our department 
of health, to call our attention to our short- 
comings. He is upheld by a Governor who is 
interested in the welfare of every citizen of 
this great Commonwealth, and will assist us in 
every way possible. Having this assistance, we 
do not want or need any federal interference. 


granny job. 
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In all my studies, of the history of maternal 
welfare, I have not found a single instance where 
governmental interference has improved condi- 
tions or in the least lessened the pains of child- 
birth. 

No doubt you noticed from the historical part 
of this paper that Granny Brown was very 
popular. History reveals that this has always 
been true. And though we are centuries from 
the Granny Brown referred to, the same spirit 
too often prevails today. Physicians are partly 
responsible for this condition. We do not charge 
fees commensurate with other surgeons. Carl 
Henry Davis of Milwaukee says, “Obstetrics has 
always been the most time consuming and poor- 
est paid work a physician undertakes.” How 
many of us have in our libraries half as many 
books on obstetrics as we have on medicine and 
surgery? If we, in Southern Illinois, who prac- 
tice obstetrics to any extent, consider the work 
a granny job, a job not worthy of our best 
efforts, the child-bearing women and the infants 
of our section are going to continue to suffer 
because of our attitude toward this important 


matter. 





THE MENTAL HYGIENE MOVEMENT* 


Frank Parsons Norbury, A. M., M. D., 
A. mF. 


Member_of the National Committee for Mental Hygiene. 
Medical Director Norbury Sanatorium 


JACKSONVILLE, LLINOIS. 


There was held in Washington, D. C., the 
week of May 5 to 10, the first International 
Congress on Mental Hygiene. On November 14, 
1929, there was held in New York City the 
twentieth anniversary of the inauguration of the 
Mental Hygiene movement and the founding of 
the National Committee for Mental Hygiene; 
the sponsor for the first International Congress 
recently held. Both of these meetings were his- 
toric in their portends. I say historic advisedly, 
because they both mark an era which concerns 
the medical profession in particular, and in gen- 
eral the community, the family and the indi- 
vidual. Dr. William H. Welch, Director of the 
Department of the History of Medicine of Johns 
Hopkins University, whose birthday was recently 
honored by national recognition, in his address 





“Read before The Illinois State Medical Society May 20, 
1930, at Joliet, Illinois. 
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before the guests at the twentieth anniversary 
dinner said, “The history of great nfovements 
like that of Mental Hygiene is often obscure. 
It is often a difficult thing to disentangle all 
the threads which lead to some great movement. 
In the tuberculosis movement, it is a rather com- 
plicated story before you come to the actual 
conception of the movement as we recognize it 
today. But the historian will have an easy task 
when he inquires into the origin of this Mental 
Hygiene movement. It is just one man and one 
book. I do not know any kindred movement 
wiere the story can be told in so few words, so 
directly. It is one man, Clifford W. Beers, and 
one book (A Mind That Found Itself). Other 
books have been written by those who have gone 
through mental disturbances, but no book, in any 
way in my judgment, is comparable to his. It 
is of interest to psychologists, of interest to 
psychiatrists, of interest to humanitarians—to 
all who are interested in great social move- 
ments.” 

This book, “A Mind That Found Itself,” is 
unique, based as it is upon the experiences of 
Mr. Beers as a victim of mental disorder. Ii 


has a broad comprehensive view point in its con- 
sileration of the social aspects of the problems 


of the treatment and care of the insane. The 
book, in the reviews and its circulation, attracted 
the attention of representative psychiatrists and 
other physicians, sociologists, social workers and 
representative laymen interested in social evolu- 
tion and social welfare. The results, in brief, 
were evidenced in the formulation of plans to give 
to the science of mental medicine its longed for 
chance to enter the field of social welfare with a 
definite program. The National Committee for 
Mental Hygiene was organized. Its early activi- 
ties, under wisdom and foresight of the Medical 
Director, the late Dr. Thomas W. Salmon, were 
largely directed toward a survey of the then 
existing conditions as to the care and treatment 
of the insane and feeble-minded ; the legal phases 
regulating the status of these wards of the State, 
and a general understanding of the very varied 
problems arising in consequence of mental dis- 
orders as they exist in a community. As these 
problems concerning the mental health of the 
community, and the State were delineated, it 
became evident that problems of mental health 
in its varied relationships, especially its social 
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results, were not only profound in their scope 
and importance, but as problems of the indi- 
vidual they were unique and had intrinsic worth 
of their own. It brought to light the conspicuous 
fact, which exists today on the part of the man 
on the street, and even among physicians, the 
stupendous vagueness of general knowledge re- 
garding mental health and mental disorders. 
Further, the odium cast upon mental disorders 
by reason of ignorance and superstition which 
still prevails, made the problems of such dis- 
orders more complex and inhibited progress in 
discussing their importance and in formulating 
plans for organized endeavor to meet the exist- 
ing scientific and social demands for their relief. 
Gut of this chaotic mass of perplexing and com- 
plex conditions, mental hygiene, as a movement, 
arose. It defined its mission as a movement 
directed toward the conservation of mental health 
of a people by a study of the ways and means 
to prevent mental and nervous disorders ; to pre- 
serve the integrity of the mental status of indi- 
viduals and to study, not only the problems of 
the individual with reference to these desired 
ends, but to have comprehensive knowledge of all 
the factors which enter into these problems. 
Mental hygiene, as a movement, implies and 
must necessarily include, a wide range of activi- 
ties. Mental hygiene deals with the individual. 
Mental hygiene deals with problems of human 
behavior. ‘This necessarily implies familiarity 
with the sciences having to do with the individ- 
ual as regards his behavior. It includes heredity ; 
his reactions to environment which included the 
climatic conditions under which the individual 
lives, as well as home environment, his child- 
hood training, education and social factors. 
Under the consideration of heredity, upon which 
modern science has laid tremendous emphasis in 
evaluating native constitutional potentials, it is 
imperative that we know what kind of an indi- 
vidual with whom we are dealing, as well as 
what form of disorder with which he is afflicted. 
Mental hygiene falls in line with the trend of 
modern medicine in general, in seeking not only 
to care for the immediate needs of the unfor- 
tunate sick, but in addition seeks the causes of 
disease and disorder, whether they be physical 
or social or both. Familiarity with the laws of 
biological and social evolution, as they apply to 
the phenomena of human existence, enter into 
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the individual problems of mental hygiene. 
These laws are not necessarily limited to the 
study of mind as such, excepting its mental 
mechanisms; nor to intellectual development as 
such, excepting to estimate the intelligence quo- 
tient of the individual; nor to mental disorders, 
as such, excepting the delineation of their clin- 
ical values, but rather to the more comprehen- 
sive consideration of social evolution and prog- 
1ess of man as a social being. Mental hygiene, 
as a biological science, has its roots in the social 
evolution of our times. In fact its problems 
deal with social situations with biological factors 
in the background. Mental hygiene includes the 
ensemble of sittings, so to speak, rather than 
with symptoms or even disease entities. 
Psychiatry, as the technical term for mental 
medicine, you must remember, is a young science 
and only within the past quarter of a century 
has really come into its own. As a special science 
of human behavior, it touches upon and embraces 
all of the most intricate problems in the funda- 
mental sciences of biology and medicine in gen- 
eral, and in particular, the social sciences (the 
humanities). It is thus seen that psychiatry or 
mental medicine has intimate contact with the 
diverse fields of social and moral activities, in- 
trinsic factors in the problems of human be- 
havior, as well as direct contact with scientific 
research in all of its branches. Internal medi- 
cine with its laboratory adjuncts, is of invalu- 
able aid in dealing with the physical factors 
which, directly or indirectly, contribute to the 
essential behavior problems. The nucleus of the 
psychotic problems and the mental hygiene prob- 
lems, is to be found in the maladjustment of the 
individual to his environment or the circum- 
stances of life, in consequence of which he is 
precipitated into a dilemma, These dilemmas 
are very human. All mental problems are pri- 
marily and essentially human. They are personal 
and as such we all may be victims of minor men- 
tal maladies, as Horace so aptly stated hundreds 
of years ago. Here is where mental hygiene 
enters to enable the physician to be a guide, a 
friend, to chart the route that will enable the 
patient to “carry on.” Let us not forget that 
wherever troubles are heaped together; wherever 
the dilemmas are greater than the individual can 
bear or fathom; wherever reality is too much of 
a burden and the individual takes flight from 
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it: wherever environment is overwhelming and 
circumstances engulfing, then there is need for 
the human science of mental hygiene. Here is 
where the family physician, the friendly lawyer, 
tle kindly and knowing teacher, considerai‘e 
pastor and wholesome neighbor can aid in formu- 
lating an estimate of the individual problem 
case. To properly estimate the intrinsic factors 
in such cases we must know the patient, his 
sittings and his human relations. Let us not 
forget that mental symptoms are symptomatic 
only. They mean complexities, conflicts, physi- 
cal disorder, inadequacies, etc. The hehavicr 
problems thus symptomatically portrayed de- 
mand interpretation. In clinically interpreting 
problem cases of whatever form, let us he mini- 
ful of the fact that the term insanity does not 
belong to clinical medicine. Insanity is a legal 
term. It means an anti-social condition wherel)y 
the presence of an individual in the community 
is a menace to the peace and comfort of that 
community, or that the individual is no longer 
responsible for his acts and, thereby, he may 
jeopardize the welfare of himself, his family, his 
property rights, or endanger his own life or that 
of others. Then it is the law steps in and 
alienates the patient from his rights as a citizen. 
He then, if adjudged insane, becomes a ward of 
the court. Until so declared by the law, thie 
individual is not insane. It is unfortunate that 
this term is not obsolete like the term lunacy. 
‘'o warrant or to define the application of tlie 
term insanity there must be presented all of tiie 
factors, properly estimated which enter into, and 
have clinical value in, making the diagnosis of 
the existence of mental disorder within the pur- 
view of the law. Mental disorders, other than 
so-called insanity, constitute the great majority 
of cases met by the clinician. ‘They represent 
largely the failures to adjust adequately to tle 
everyday experiences in life. From the scienti ‘ic 
point of view the study of the early case should 
lead to more accurate information in regard to 
all factors that may enter into the case, thus 
leading to differential study of incipient psy- 
choses from functional maladjustments. 

The family physician misses the scienti‘ic 
point of view, in his too frequent pronouncement 
that “there is nothing” the matter. Let me re- 
mind you that Peabody was right when in spesk- 
ing of the case of the patient, that, excluding 
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cases of acute infection, “approximately half of 
the physician’s patients complain of symptoms 
for which an adequate organic cause cannot be 
discovered. Numerically these patients consti- 
tute a large group and their fees go a long way 
toward spreading butter on the doctor’s bread.” 
\\ hat is the matter with these patients? “Tech- 
ically most of them come under the broad head- 
ing of the psycho-neuroses; but for practical 
purposes many of them may be regarded as pa- 
tients whose subjective symptoms are due to dis- 
turbances of the physiological activities of one 
or more organs or systems. The ultimate causes 
ol these disturbances are to be found, not in any 
gross structural changes in the organs involved, 
but rather in nervous influences emanating from 
tlie emotional or intellectual life, which directly 
or indirectly affect in one way or another organs 
that are either voluntary or of involuntary con- 
trol.” Exhaustion and its mechanisms represent 
the clinical pathology. 

Here is where the psychiatric approach to clin 
ical problems, involving mental disorders, should 
be considered by the general practitioner, as part 
and parcel of his obvious duty in the care of his 
patient. In every community, both great and 
small, there is need for the practice of psychiatry, 
especially in mental hygiene as regards preven- 
tion and early care, truly within the ways and 
means of every family physician. Of special 
importance is the information, carefully collected 
and sifted, that will lead, as before said, to the 
differentiation in diagnosis, of incipient psy- 
choses from functional maladjustments. True, 
the interpretation of these problems must be 
sought not only in the mechanisms of adjustment 
--of adaptation, but such responses as consid- 
ered in relation to the individual’s general physi- 
cal qualities. ‘The latter defines his personality 
aud is born with him. Judged in relation to 
conventionalized and standardized situations, 
social customs and morals stamp his character. 
The ensemble suggests both stability and progres- 
sion, making a man what he is, or marking him 
off for all that he is not. Every practitioner has 
brought home to him the fact that minor psychotic 
States are recognized as existing in certain in- 
dividuals, but the family, relatives or friends, 
pay little heed to the existing mental conditions 
until some overt act is committed, then, and too 
infrequently—not until then—is any action 
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taken toward care or treatment. What is needed 
is the psychiatric approach which means a scien- 
tific view point “that considers mind and body, 
the physiological and the social environment as 
a unity, one and indivisible.” 

A psychic (mental) trauma may be creative 
in activating a predisposition to an organic psy- 
chosis (such as paresis) on the one hand and 
social reaction, in a psychotic predisposed indi- 
vidual, to a definite morbid mental symptom 
complex on the other. The general practitioner 
by recognizing early these morbid trends may, 
by appropriate council and treatment, be of serv- 
ice in adjusting the patient to the situation in 
hand. While the physician may not succeed in 
entirely dissipating the psychotic symptoms, he 
at least can be of service in directing the atten- 
tion required to ameliorate and protect existing 
conditions. As in general medicine and sur- 
gery, so in psychiatry the physician has his limita- 
tions in the treatment and cure of diseases. 

It is unfortunate that the current belief among 
phsicians, in general, that mental disorders, as 
such, are uncanny, more or less hopeless as re- 
gards the results of treatment. It usually is the 
social factor which is the handicap to the psy- 
chotie patient. His invalidism, however slight, 
Lut if permanent, removes him from the social 
(by social I mean contacts with his fellows) 
activities of everyday life. He leads, perhaps, 
a protected and restricted life in his home, in 
a hospital for mental disorders, or elsewhere. I 
am one who believes that the services of the 
physician are not altogether unavailing if the 
patient shows improved attitudes toward circum- 
stance, environment and a healthy social re- 
action. Lord reminds us that psychiatry has its 
roots in general practice. He looks forward to 
the time when every practitioner will be a psy- 
chiatrist. I would add, and to the same depend- 
able degree, that he is a surgeon, an internist or 
an obstetrician. ‘This means that all of the large 
teaching hospitals affiliated with medical schools 
will have an organic unit devoted to mentai dis- 
orders, thus overcoming the isolation between 
psychiatry and general medicine. Thus, will be 
relegated to the past the odium and evils of 
mental disorders which ignorance, superstition 
aud evasion now put on such disorders as they 
occur in every community. 


What is needed is understanding of the fact 





254 ILLINOIS MEDICAL JOURNAL 


that we are dealing with very human problems. 
So human that in understanding these problems 
of human behavior we would do well to overlook 
the traditional clinical designation insanity or 
even mental disorders, and with Campbell say 
we are considering men, women and children in 
difficulty, suffering, hoping, thwarted, groping. 
Campbell emphasizes the well known fact, that 
the very word mental tends to arouse vague feel- 
ing of mystery; we seem to leave the solid ground 
of actual scientific observation, and to float into 
an atmosphere in which disembodied spirits and 
Greek terms play important roles. “To avoid 


this uncanny word mental,” says he, “many of 
our patients are said to suffer from ‘nervous’ 


disorders. The term nervous is more palatable; 
nerves are tangible and visible structures, a 
nervous breakdown is respectable, a nervous rela- 
tive can be talked about. A mental attack is 
taboo, not to be talked about at any cost, even 
at the cost of postponing indefinitely the only 
treatment which will help the patient. It is well 
to face facts, and to recognize that so-called 
nervous patients are, as a rule, suffering from 
mental disorders, and the substitution of nervous 
for mental is due to a vague fear of the mental, 
inherited from mediaeval and earlier modes of 
thought.” 

It is just here that the scope of the mission 
of mental hygiene should be considered by both 
physician and laymen, in order that familiarity 
with mental disorders should approach the same 
understanding, as do the current beneficent in- 
terests in public health measures in general and 
in personal hygiene in particular. What is 
needed is more knowledge of human nature and 
human behavior. There is a growing interest in 
the study of human nature and human behavior. 
The very varied problems that demand inter- 
pretation, evaluating the significance of symp- 
toms presented and seeking their causes, prove 
that human nature is an important and interest- 
ing object of investigation. The mists of ignor- 
ance are being dispelled and in their dissipation 
there is revealed the extent and importance of 
this new field of inquiry, the study of human 
behavior. That human behavior as a construc- 
tive scientific inquiry has values, is shown in 
the ever increasing accuracy with which the 
synthesized activities of human beings as ex- 
pressed in behavior, are being revealed. Paton 
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stresses this fact in the following words: “When 
once the principle was recognized that human 
behavior was a synthesis, and therefore some- 
thing more than the mere sum of the functions 
of all parts of the body, then it was possible to 
lay the foundation not only for scientific inter- 
pretation of the phenomena of nervous and men- 
tal disorders but for actual progress in attacking 
the problems relating to the laws governing 
normal behavior and conduct.” 

Behavior problems are a motley group. They 
begin with the infant in arms, include all of 
Shakespeare’s seven ages of man, thus ending 
with the old man in his dotage. They include 
not only the mental, but the physical and mental 
qualities that enable a person to face and adjust 
adequately to the critical situations in life, and 
not simply to think, to brood over their very 
varied problems which confront every living per- 
son. Alas! too many people do not understan( 
that the final test of a sound mind implies ade- 
quate behavior adjustment; intelligent living, not 
merely intelligent thinking. Therefore, to get 
the proper perspective of a problem case, know- 
ing that “Man is an interesting bundle of amaz- 
ing paradoxes, a mixture of constructive and 
destructive tendencies,” it is important that we 
begin at the beginning in our approach to the 
siudy of the case. We necessarily must be famil- 
iar with the laws governing normal behavior and 
conduct, as revealed in genetic psychology. 

The genetic point of view in mental hygiene is 
of equal, if not greater importance, than that 
of somatic hygiene. In all stages of mental de- 
velopment the normal can be determined by the 
genetic method. The genetic psychological 
method concerns itself with questions of mental 
evolution, development and growth. The terms 
development and evolution suggest development 
oi the individual mind from infancy to maturity. 
That the evolution of the mind of a baby is in- 
tensely interesting will be proven to you, if you 
will read “The Biography of a Baby” by Milicent 
W. Shinn. The mind of a child has been a 
source of creative investigation for many years. 
Many of you will recall the Child Study move- 
ment of over 30 years ago, fostered by G. Stanley 
Hall. It was a very popular educational move- 
ment, so much so that the Illinois State Uni- 
versity gave it recognition. ‘The late Dr. William 
Krohn, whom most of you knew, was the head 
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of the department. He came from Clark Uni- 
versity of which Stanley Hall was president. He 
had received his Ph. D. degree abroad under 
Wundt. Later he studied medicine and special- 
ized in the medico-legal problems of neuro- 
psychiatry. Stanley Hall, in his philosophy of 
genetic psychology, advanced the theory that in 
the evolution of the mind of a child, it really 
recapitulated the history of the mental develop- 
ment of the race of man. Childhood, at its 
various chronological periods in mental and so- 
cial evolution, presents certain traits, aptitudes, 
trends, etc., in behavior patterns, which really 
are proto-types of racial inheritance, marking a 
recapitulation of the historical march toward 
present day mental abilities and the social status 
of man as we know him today. 

Reasoned living begins in childhood as evi- 
denced in the problem cases to be found in every 
primary grade in our public schools. Here is 
where the psychiatric approach is needed in the 
study of children who are problems in mental 
hygiene. These problems may be found to be 
due to mental deficiency. On the other hand, 
they may be problems due to faulty living in 
which environment and circumstances enter as 
factors. Here is where child guidance in its 
uew accepted meaning comes to study all of the 
factors that are a part of, or contribute to, the 
:roblem case. Mental deficiency is more or less 
a clinical psychological problem in which in- 
telligence rating is primal, but environment and 
circumstance are by no means negligible factors. 
In fact the consideration of the problem, as a 
whole, is the only satisfactory way to handle a 
problem case. This means first a full history 
as complete as to the family and the individual, 
as possible. Next health history and complete 
physical examination, including laboratory find- 
ings. ‘Then clinical psychological rating: then 
the tactful inquiry into the personal problem as 
the individual sees it. Thus may be revealed a 
mental deficiency problem or a maladjustment 
problem in family or school life or a delinquency 
problem with or without mental deficiency. Here 
is where the psychiatric approach is needed on 
the part of the family, the physician, the school 
nurse, truant officer, police and Juvenile Court 
officers. ‘They need to remember that the child 
is a living organism, meeting difficulties as his 
mind develops, in adjustment to living condi- 
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tions in the world in which he is obliged to live. 
What is needed is wise guidance in coordinating 
the functions of body, mind and soul, remember- 
ing that there is extraordinary close connection 
between what we do and what we think. To 
enable the child to think, feel and act in the 
right way at the right time is the major objec- 
tive of child guidance, as we understand it today. 
These problems are met in every community; 
they are part and parcel of the child welfare 
movements now in evidence in the activities of 
modern social service. Problems in which the 
physician, as a professional duty, must enlist as 
he has done in the tuberculosis movement. The 
topical program of the first International Con- 
gress on Mental Hygiene, recently held, stressed 
the problems of childhood. Fully one-half of 
the program was devoted to the child on the 
basic facts that “the child is Father of the Man” 
and “as the twig is bent the tree is inclined.” 
Dr. Frankwood E. Williams, Medical Director 
of the National Committee for Mental Hygiene, 
emphasizes White’s dictum, that childhood is the 
golden period of mental hygiene,” because it be- 
came apparent that when one discussed func- 
tional nervous and mental illness, delinquency, 
dependency, education and industrial failure, 
divorce and broken homes, one was not discussing 
a series of different problems but different mani- 
festations of the same problem—the inability of 
individuals to adjust to a complex social life 
because of a lack of an adequate emotional organ- 
ization. And as the ground work for emotional 
organization is laid in childhood, that period, as 
Dr. William A. White has phrased it, becomes 
“the golden period of mental hygiene.” This 
all seems so simple and obvious now that it is 
difficult to understand that it was not always 
so, but the history that is back of it is a long 
history of hard and careful work on the part of 
many people in many places. Once arrived at, 
attention is immediately focused upon the matter 
of child training, which means education on the 
part of the parent as well as the child. Many 
influences play a part in the development history 
of the child; but as the child is most closely in 
touch with parents, family and teachers, it is 
from them that we must expect the child to ob- 
tain seeds that flower later. More and more, 
therefore, have mental hygienists been focusing 
their work on the period of childhood and par- 
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ticularly upon the problems involved in the 
parental and teacher relationships; and the most 
hopeful and constructive work in the field of 
mental hygiene today is that which has come to 
be known as “Child Guidance work.” These 
problems begin with the child of pre-school age 
when personality, born with the child, first as- 
serts its potentials; then during school age, espe- 
cially the nascent period between the years of 
8 and 12; the pubescent period (pre-adoles- 
cence), then the dawn of adolescence merging 
gradually into full adolescent stage of life. 
Stanley Hall says adolescence is one of the most 
fascinating of all themes, more worthy perhaps 
than anything else in the world of reverence, 
most inviting study, and in most crying need of 
a service we do not yet understand how to render 
aright. No age is so responsive to all the best 
and wisest adult endeavor. In no psychic soil 
too, does seed, bad as well as good, strike such 
deep root, grow so rankly, or bear fruit, so 
quickly. Here, the physician has an important 
role in this play of life, as councilor, because 
modern life is hard on youth. Home, school 
and church fail to recognize its nature and needs. 
We need more Fosdicks in the pulpit, more 
Clarks as Deans in our Universities, more Sal- 
mons as teachers and directors to formulate our 
science of mental hygiene, and then to apply it 
to the social welfare of our people. We need 
more Thoms and Richardsons to teach the par- 
ents and teachers child guidance. But above 
all we need wisdom which comes from experience 
backed by real knowledge, that will stress, for 
the plastic youth of today, that character and 
personality are fundamental in meeting every- 
day problems in this everyday life. While it may 
be true that never has youth been exposed to such 
dangers of both perversion and arrest in char- 
acter moulding as today, yet I, for one, am an 
optimist, in spite of the storm and stress of this 
so-called “Jazz age.” We have always had the 
problems of youth—each of us had them to meet 
—but in spite of antagonisms to genesis, youth 
in proportion to our population is conquering 
and achieving. Youth may prematurely special- 
ize in his activities but the American College and 
High School are not turning their products, even 
though they may be half-baked, into the social 
stream without great advantage to society, to the 
State and to the Nation. Adolescence needs 
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guidance in sex problems. Now it is sex asserts 
its mastery and works its havoc not only for the 
time being, the living present, but lays down 
the etiological factors that in later years are 
shown in problems of personal mental health 
including the organic diseases and extraordinarily 
shown in the neuroses which figure so conspicu- 
ously in domestic, economic and social life. 
Adolescence is a new birth, for the higher and 
more completely human traits are now born. 
The qualities of body and soul are far newer. 
Unfortunately many of our psychiatric problems 
indicate that some youths linger long in childish 
stage, and in spite of chronological years they are 
in their behavior patterns, childish and beset 
with turmoils in social adjustments and economic 
independence. Here is where understanding of 
mental mechanisms enables the kindly disposed 
physician or teacher to unravel many of the 
dilemmas of youth. This stage of life marks an 
era—a school of its own, that is to be reflected 
in the years of maturity and perhaps even unto 
the years of three score and ten. As adolescence 
asserts its biological prerogative, we note that 
while most mental problems of this age come 
within the group known as the neuroses, yet, this 
is the period when the major psychoses become 
manifest ; a group of disorders called the biogenic 
psychoses. They are abnormal behavior reactions 
to experience which should normally build up per- 
sonality; they have no other cause except heredi- 
tary trends, than the patient’s failure to master 
life. There are two main trends in these ex- 
perience produced reactions: 1. the shizoid group, 
clinically known as schizophrenia, more com- 
monly known as dementia praecox and in my 
early days in psychiatry (over forty years ago) 
known as adolescent insanity. ‘There is noticed 
a tendency to disintegrate the personality, with 
secondary delusional and hallucinatory develop- 
ments. The formidable clinical problems all 
show maladaptations to the varied demands of 
human environment. Clinically the group pre- 
sents very varied behavior reactions because, as 
Campbell says, “It is intelligible that such a 
group of individuals should present many vari- 
ties, that it should include the impulsive, the 
evoistic, the pretentious, the idealistic, fantastic, 
the lazy, the sensitive and reticent, because of 
the variations in individual endowment. The 
schizophrenic fails to react to his environment 
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and this failure is essentially one of development 
and takes on its clinical picture according to the 
stage of growth and development at which it 
occurs. There may be a biological meaning that 
contributes to the imbalance which the individual 
experiences in adjusting “the emotional or senti- 
mental basis of his personality in relation to the 
vider spheres of activity which now open before 
lim.” Adolescence is the period in life when 
the individual faces reality. A failure of adapta- 
tion to environment, including circumstance, is 
compensated for in the mental defense, flights 
irom reality—built up by the delusions and hal- 
Jucinations, which characterizes his own little 
world. These compensating processes develop in 
the individual’s flight from reality, until a state 
of equilibrium is established between the per- 
sonality and the environment; there the patient 
will remain until old age and death overtake 
him unless he passes on because of some inter- 
current disease. The great number of custodial 
patients in our State hospitals represent the resi- 
dues of the balanced quandaries of the mental 
mechanisms of schizophrenia. 

2. The next of the biogenic group having its 
roots in the period of adolescence, while 
uot so compact as the schizoid, has greater 
variation, marked by periods of excitement, 
retardation and depression with prolonged and 
remittent periods of apparent average normal 
altitudes and behavior reactions. The mor- 
bidity is in the emotional expression rather 
than change in personality or intellect. This 
group is known as the manic-depressive psy- 
chosis. It is especially liable to being first 
manifest during periods of biological stress. In 
females at puberty, child bearing—child nursing 
—climacterie and involutional periods. In males 
it is especially liable to first appear during 
adolescence. Let us keep in mind that adoles- 
cence, biologically speaking, is that period from 
1! to 25 years of age. Manic-depressive psy- 
chosis arises from no apparent cause. Its origin 
is utterly unknown except for its strong heredi- 
tury potentials. One sees it in persons of cy- 
clothymic, emotionally unstable individuals. On 
the other hand “the time tried and fire tested” 
type of personality, whose life is steady, purpose- 
ful and successful develops the harrowing ex- 
periences of this mental disorder. ‘The three 
phases, manic, depressive and mixed, are clin- 
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ically well known to you all. Such cases are 
essentially hospital cases from the beginning. 
And yet, the depressed patient is, alas! politely 
designated as nervous and treated as such, but 
when the patient jumps from the window of a 
hotel or office building, which seems to be an 
everyday current event, then it is politely said 
they had been worrying over their health, or 
Lusiness affairs. Or it may be a wholesale mur- 
der and suicide, as when recently a mother took 
the lives of seven children and herself. Yet, the 
everyday life of the complacent public goes on. 
Mental hygiene is not thought of as a possible 
preventive measure which if timely applied may 
have prevented such social disasters. 

I have said enough to present the scope and 
mission of mental hygiene. Perhaps, the future 
of mental disorders will show more creative in- 
terest on the part of the medical profession and 
the public. Just as in the final acceptance of the 
importance of prevention and treatment of tuber- 
culosis; of the wisdom and value of public health 
work in generai, I am sure that the future will 
give mental hygiene its rightful place in pre- 
ventive medicine. Especially in the need of 
understanding of child life and its guidance and 
the correction of defects in nervous and emo- 
tional control is of equal importance as in giving 
aid to crippled children. Yes, of paramount im- 
portance in any public health program. 

Illinois is fortunate in its Public Health De- 
partment in having as its director a vigorous 
campaigner in showing how deficient our pros- 
perous State is in the prevention of infectious 
diseases and the need of proper legislation to 
regulate these deficiencies. We believe the De- 
partment of Public Welfare is to be as vigilant 
in its public service propaganda on behalf of the 
problems of mental hygiene. Such problems in 
juvenile delinquency, with or without mental 
deficiency; of parole in juvenile and adult of- 
fenders and in advocacy of better public school 
facilities for the under age child. The public 
school nurse needs training in social psychiatric 
service, so that attention may be given to en- 
vironmental conditions which, as Thom says, are 
frequently pathological and not the child itself. 
Illinois, alas! is behind in its mental hygiene 
activities. Dr. Haven Emerson, professor of 
Public Health administration, Columbia Uni- 
versity Medical Department, said before the In- 
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ternational Congress on Mental Hygiene, mental 
health may be hoped for through preventive 
measures, directed toward wholesome homes, mis- 
understood wayward children and too heavy hand 
of discipline. Only about one-tenth of retarded 
school children owe their difficulties to such 
causes as heredity, mental disease or epilepsy. 
Their problems are to be solved by betterment 
of social, emotional and material surroundings 
and in particular of the parental conduct of the 
child’s life prior to school age, may result in as 
great benefits as we see among babies from the 
almost universal use in our cities, of safe water 
and pasteurized milk. The Illinois State Med- 
ical Society would being doing a great public 
service if it would, as vigorously espouse the 
cause of mental hygiene at its annual meetings, 
as it has been considerate of other clinical prob- 
lems of child life. By so doing, the medical pro- 
fession, especially the younger practitioners, will 
incorporate in their practical daily life a better 
understanding of mental disorders. Through 
this understanding, in the words of White, 
“Society necessarily come to the realization that 
mental disease is only an exaggerated form of 
maladaptation, which is only another way of 
saying by the use of a sciological term, unhappi- 
ness. People will realize that the mental mechan- 
isms involved are the same and that all the 
various forms of mental disorder, social ineffi- 
ciency and personal unhappiness must become 
the subjects, not of criticism and resentment, but 
oi scientific study with a view of their correc- 
tion or improvement; that they are worthy of 
such study as are the diseases of the body, and, 
as a matter of fact, from the point of view, the 
most valuable of man’s possessions—his mind— 
they are more worthy and more important. 


DISCUSSION 


Dr. George Hall, Chicago: I was very much in- 
terested in Dr. Norbury’s paper, and it was extremely 
well presented. These are facts as they exist, and 
show the average experience of the psychiatrist. I 
was at a meeting in Washington a week or so ago of 
the International Association for Mental Hygiene, and 
it was the largest meeting I have attended outside of 
the American Medical Association; there were 3,000 
people interested in the meeting, and about sixty-two 
countries represented. That interest arose from one 
man becoming insane, and as Dr. Norbury mentioned, 
that man was Mr. Beers, who, after he returned to 
normalcy took up the study of mental hygiene. His 
family thought he was still insane and suggested he 
should remain longer in the institution. He finally 
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obtained the confidence of some of his confreres at 
Yale, and as a result of his efforts Yale has estab- 
lished a chair of mental hygiene, which will no doubt 
bring closer to us every day the interests of this 
particular branch of medicine. 

Dr. Frank P. Norbury, Jacksonville (closing) : Men- 
tal hygiene received wonderful impetus during the 
world war and largely through the constructive efforts 
of the National Committee for Mental Hygiene; nota- 
bly in the selective grading of soldiers and the creation 
of the Neuro-psychiatric Division of the Medical De- 
partment of the War Service. The War Department 
was not inclined to take hold of this selective service. 
The National Committee financed four units and sent 
them to the border where the army was mobilizing. 
Out of this grew the selective service with which you 
all are familiar. I was the Acting Director of the 
National Committee during the combat period of the 
war and this gave me the opportunity to see and to 
prove the value of mental hygiene when applied to 
the group and to the individual. It has creative 
values in the economic and industrial problems of today 
as well as the general social welfare of the public 
as a whole. 





ADMINISTRATIVE CONTROL AND 
EARLY DIAGNOSIS OF 


TUBERCULOSIS* 


GEORGE THoMAS PALMER, M. D. 
SPRINGFIELD, ILL. 


I have spent a number of years in general 
public health work in connection with both 
municipal and state departments and, for the 
hetter part of a quarter of a century have been 
engaged in tuberculosis work; but, in spite of 
that experience, or possibly on account of it, 1 
find that the subject of “Administrative Control 
of Tuberculosis,” assigned me by your chairman, 
is an exceedingly hard nut to crack. The difli- 
culties lie largely in the peculiar character of the 
disease itself and its radical differences from all 
of the other infectious or contagious diseases 
with which the health authorities are required to 
deal. I believe that, on account of these differ- 
ences, it may be said with a considerable degree 
of positiveness that, so long as we attempt to 
control tuberculosis with the same methods which 
we employ in the acute, contagious diseases— 
smallpox, diphtheria, scarlet fever, typhoid fever 
—we shall continue to fail in administrative con- 
trol. 

It is axiomatic that, in the control of any 





*Read before Illinois State Medical Meeting, Section on 
Public Health and Hygiene, May 21, 1930. 
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communicable disease, the first steps must be the 
unearthing or discovery of existing cases and the 
reporting of these cases to the public health 
authorities. These steps are quite as essential in 
tuberculosis as in the acute contagious diseases ; 
hut the performance is far more difficult. In my 
opinion, it can never be brought about by drastic 
legislation, mandatory procedure, quarantine, 
police regulation, forcible isolation or compulsory 
hospitalization. It can be attained only through 
a slow and persistent process of education, in 
which we have already made a fairly creditable 
beginning; by a spirit of cooperation on the part 
of physicians and an attitude of patient tolerance 
and helpfulness on the part of health authorities. 

The inherent difficulties which confront us in 
efficient administrative control may be considered 
briefly as follows: 

Most of the acute contagious diseases with 
which the health officer deals have a relatively 
lrief period of incubation and are distinctly self- 
limited. Such diseases, for the most part, are 
accompanied by more or less acute illness which 
bring them to the attention of the physician‘and 
they are marked by rather definite diagnostic 
signs. The appearance of several cases in a com- 
munity results, through intelligent search, in the 
discovery of the source of contagion. It is hardly 
conceivable that an individual would have a mod- 
erate amount of smallpox throughout his life. 
One can hardly imagine scarlet fever with an 
incubation period of two to four years or a con- 
valescence of five to ten years. In such diseases, 
there is a definite beginning, a definite end and 
a period of illness in which more or less unmis- 
takable signs are apparent. If the disease is not 
smallpox, it is probably chickenpox, impetigo, 
secondary syphilis or some other condition in 
which the health officer is equally interested. 

In tuberculosis, on the other hand, the ex- 
posure or infection may have antedated the inci- 
dence of disease by ten or fifteen years. Perhaps 
from 70 to 90 per cent. of all healthy persons 
litve some trace of the disease as may be demon- 
strated by rather simple tests. Obviously this 
large proportion of our population cannot be sub- 
jected to any form of control. Clinical tuberecu- 
losis, in its early stages, does not manifest defi- 
lite signs. Its one conclusive test—the presence 
0! tubercle bacilli in the sputum—is rarely en- 
countered until a more or less advanced stage of 
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the disease. The diseases which simulate tuber- 
culosis—focal infection, thyroid disease, neu- 
rasthenia, gastro-intestinal disease—are not con- 
ditions which, in the present stage of develop- 
ment, are of importance to the health officer. In 
a disease in which a large proportion of all people 
are infected and in which the transition froni 
infection to disease, if it ever occurs at all, is very 
gradual and insidious; in which the one patho- 
gnomonic sign rarely appears until advanced 
disease, the determination of just when tuber. 
culosis becomes a reportable disease is exceed- 
ingly difficult. The difficulty is obviously in- 
creased if many physicians, as many of them 
frankly admit, are not interested in tuberculosis 
from a professional standpoint. ‘To detect as 
evasive a condition as early tuberculosis, one 
must be distinctly tuberculosis minded. 

Another impediment to the general reporting 
of tuberculosis is the lack of standardization in 
the methods and procedures of local health de- 
partments. Unfortunately, many health officers 
still place tuberculosis in the same category with 
the acute contagious diseases and attempt to em- 
ploy the same methods in dealing with it. The 
meddlesome interference of health officers in 
early tuberculosis, the calls of incompetent health 
inspectors or of tactless health department 
nurses with implied threats of police power, may 
defeat all useful ends and may cause conscien- 
tious physicians to be reluctant about reporting 
cases. 

I appreciate that, so far, my remarks are not 
constructive and not helpful. I admit a certain 
degree of pessimism as to when or how we shall 
ever have complete reporting of tuberculous dis- 
ease; as to when or how the early recognition of 
tuberculosis by the physician will be general. I 
am frankly skeptical as to when we shall have 
uniform examination of all contacts when, as 
at the present time, so many advanced cases re- 
main unrecognized. Of course, we must bear in 
mind that many persons with advanced tuber- 
culosis have never felt ill enough to seek the 
advice of the physician. 

That we are failing in the first steps of ad- 
ministrative control, must be apparent to anyone 
who has given even passing thought to the sub- 
ject. Dr. McShane tells me that the reports of 
tuberculosis are less satisfactory than in any of 
the other reportable diseases with which he has 








260 ILLINOIS MEDICAL JOURNAL 


to deal. A study of the mortality and morbidity 
figures of the State Department of Health tells 
us this with considerably more emphasis than 
Dr. McShane is apparently disposed to employ. 

It is generally accepted that, for every death 
from tuberculosis in a community, there are ten 
living persons with clinical tuberculosis and there 
is no valid reason why this does not apply to 
every county and every city in Illinois. The 
proportion is confirmed by the experience in 
Rockford and in Joliet. In Rockford, in 1929, 
there were 20 deaths from tuberculosis and 20? 
living cases were reported. In Joliet, for the 
same year, there were 8 deaths and 104 cases. 
In view of the amount of intelligent tuberculosis 
work done in these cities, it is very probable that 
the actual incidence of the disease is less in 
these two cities than in most Illinois com- 
munities. 

On the other hand, in Clinton County, there 
were 9 deaths and 6 cases reported; in Putnam 
County there were 6 deaths and only 4 living 
cases. In other words. in these counties, 150 
per cent. of tuberculous patients die of the dis- 
ease. In Calhoun County, Clay County, Gallatin 
County, Jasper County, Jo Daviess County, 
Stephenson County and Wabash County, all of 
the persons with tuberculosis, or more than all 
the patients, died of the disease. You will note 
that this list includes both northern and southern 
Illinois counties. The failure is in no sense 
geographical. 

Among the counties and cities in which the 
number of deaths is almost equal to the number 
of reported cases, we find Alexander County, 
Brown County, Crawford County, Fayette 
County, Hamilton County, Jackson County, Jef- 
ferson County, Johnson County, the cities of La- 
Salle and Streator, Lawrence County, McHenry 
County, the city of Alton, Marion County and 
the city of Centralia, Mason County, Massac 
County, Perry County, Pope County, Pulaski 
County, the city of Danville, Wayne County, 
White County, Williamson County and Woodford 
County. 

At the present time, the reporting of three 
living cases to one death may be regarded as a 
good showing in Illinois; about one-third of the 
accepted standard which Rockford and Joliet 
have obtained. Neither Cook County nor the city 
of Chicago has attained this record; but it has 
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been attained in Berwyn, Blue Island, Cicero and 
Oak Park in Cook County. 

It is interesting to note that, among those 
counties and cities presenting the more creditable 
showings are those in which both the public and 
the medical profession have become more or less 
tuberculosis minded on account of continuous 
educational work and the operation of clinics, 
dispensaries and sanatoria which have received 
the cooperation of the doctor. Among these are 
Champaign and Urbana with sanatorium and 
dispensary; Christian County with regular clin- 
ical service; Bureau County with clinical service ; 
Aurora with its sanatorium; Ottawa with two 
sanatoria; McDonough County with its sana- 
torium; Bloomington and McLean County with 
its dispensary and sanatorium ; Ogle County with 
its clinical service; Moline with its dispensary ; 
Springfield with its dispensary and sanatoria: 
Whiteside County with its clinical service; Joliet 
and Rockford with their progressive tuberculosis 
work, 

The analysis of these mortality and morbidity 
ficures has anticipated, in large measure, the 
constructive remarks that I have proposed to 
make. I am not a constitutional lawyer and | 
do not presume to say how far the State Depart- 
raent of Health or the local health departments 
“an go in carrying out my suggestions. Perhaps 
a large part of the program will have to be left 
to the county medical societies and to the extra- 
governmental agencies such as the State and local 
tuberculosis associations. Probably it would he 
unwise and undesirable for the State or local 
governments to go further along lines which may 
best be followed by the voluntary, cooperative 
action of doctors themselves. Perhaps the gov- 
ernmental agencies can serve best by sympathetic, 
tolerant and stimulating cooperating rather than 
by stringent rule and mandatory order. [ be- 
lieve that this is the policy which the state health 
department is now pursuing. 

It appears to me that any material progress 
in the control of tuberculosis requires the con- 
tinued education of the public to seek medical 
examination on the first evidence of symptoms 
suggestive of illness or, better still, to seek peri- 
odical examination. 

Second, the stimulation of interest on the part 
of physicians in the diagnosis of tuberculosis in 
its early stages and extending the means of 
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clinical study especially in those diagnostic pro- 
cedures which have been developed within the 
past decade or two and which have all but revo- 
lutionized our point of view. 

Third, education of the doctor as to the abso- 
lute necessity of reporting tuberculous cases in 
the control of the disease and of reporting sus- 
pected cases if the doctor is not disposed to pur- 
sue his studies to a definite decision as to 
diagnosis, 

Fourth, the examination and repeated exam- 
ination of all members of families or contacts 
with cases of tuberculosis. 

lifth, a clearer conception of the value and 
limitations of sputum examination, and the more 
eeneral employment of public and private labora- 
tories. I am impressed that the present apparent 
apathy of physicians in the employment of 
sputum examination is one of the distinct bar- 
riers in our progress toward tuberculosis control. 
It is significant that, in our own sanatorium, in 
a group of 100 cases of more or less advanced 
tuberculosis, sputum examination had been made 
in less than half the cases before admission to 
the sanatorium. A long step in diagnosis will 
le attained if we can get over to the doctors of 
the State that, while one or two negative sputums 
are without significance, scores of open cases will 
he brought to light and conclusively proven if 
irom ten to thirty sputum specimens are exam- 
ined in every doubtful or suspected case. 

Whether the health department may properly 
require the submission of ten to thirty sputum 
specimens before a doubtful or suspected case of 
tuberculosis is declared nen-tuberculous ; whether 
the department can require the examination of 
all contacts with known or open cases of tuber- 
culosis or, on the failure of physicians to meet 
such requirements, can properly furnish the 
means of carrying them out, I very gravely 
doubt. Certainly there should be some means 
—and I speak as a physician and not as a health 
olicer—of requiring the reporting of frank and 
obvious terminal tuberculosis before death occurs 
and it seems to me that it should be possible, 
without grave danger of State medicine or too 
much invasion of the private right to be ill, to 
rquire examination or, at least, the reporting 
6! contacts with these terminal cases. 

For the most part, however, tuberculosis con- 
trol must remain that of serving of a reasonably 
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educated public and of an enlightened and public 
spirited medical profession, and the function of 
the health department must remain largely edu- 
cational. 

While it is true that tuberculosis mortality has 
decreased 65 per cent.; it is likewise true that 
the vast majority of the people have not yet been 
reached by the popular educational campaign al- 
ready conducted. Ninety per cent. of the pa- 
tients who present themselves at sanatoria and 
dispensaries have not yet absorbed the first prin- 
ciples of what to do to obtain early diagnosis or 
avoid advanced disease, and yet it appears that 
the popular educational campaign on first prin- 
ciples has generally more or less abated. It has 
lost its novelty ; but it has not lost its tremendous 
importance. The present popular campaign for 
child welfare, excellent though it is, will never 
control the tuberculosis problem so long as thou- 
sands of open cases of tuberculosis remain un- 
recognized. Our ideas on tuberculosis as purely 
a child problem are rapidly changing. 

Aside from the more general employment of 
sputum examination, our physicians must be 
impressed with the value and also of the decided 
limitations of the x-ray in diagnosis and must 
be induced, in tuberculosis, at least, to come back 
from the era of mechanical medicine to increased 
skill in the fundamentals of personal diagnosis 
and the interpretation of the case history. ‘This 
is the problem of the doctors themselves and not 
of the health departments. 

Syphilis has been described as the great mas- 
querader in medicine and I am impressed that 
tuberculosis stands close second in the manner 
in which it may simulate many phases of human 
ilIness and the manner in which it may coexist 
with other diseases and may alter their course. 
This fact should be impressed upon physicians 
especially in dealing with conditions giving the 
picture of so-called focal infection—gall bladder 
disease, chronic appendicitis, infected tonsils, 
thyroid disease, pelvic diseases of women—and 
should be given serious thought before submitting 
the patient to the shock of operation and the irri- 
tation of general anesthesia. This again is the 
doctor’s problem. 

I trust that I shall not be regarded as unpro- 
gressive or reactionary when I suggest that the 
straight and direct road to tuberculosis control 
lies in going back to the principles which acti- 
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vated a group of distinguished physicians a 
quarter of a century ago when they created the 
National Tuberculosis Association and from 
which, in recent years, we have more or less 
departed. ‘These principles consist in a cam- 
paign of education of the people for the purpose 
of bringing them to thorough examination; the 
education of the doctor so that he may intelli- 
gently meet his obligation when the public seek 
his aid; the location of every existing case of 
tuberculosis and the knowledge of his existence 
by public health authorities; the thorough ex- 
amination and continued medical observation of 


contacts. In the continuation of this program 


the willing cooperation and the sincere interest 
of the doctor is absolutely indispensable. This 
interest must be stimulated and encouraged by 
the health officer who should be in position to 
intelligently guide or assist in the education of 
hoth layman and physician. 

DISCUSSION 


Dr. A. C. Kleutgen, Chicago: It seems rather pre- 
sumptuous for me to discuss Dr. Palmer’s so well pre- 
pared paper. Why! The doctor rattled off more 
counties than I had any idea existed in Illinois. 

I want to say too, that from a letter I received 
from Dr, Palmer, regarding his paper, I thought he 
was going to be very reactionary; but he hasn’t been 
so reactionary. In fact, I rather think that Palmer 
feels very much like all of us do concerning the con- 
trol of tuberculosis, 

The two weak spots I could see in Dr. Palmer’s 
complaint were: First, that there has not been enough 
education directed toward the physician. It seems 
rather to have been all directed to the public, and 
that it has been taken for granted that the physicians 
know all about what should be done and what should 
not be done in the conduct and control of tuberculosis. 
As a matter of fact, it looks to me as though the 
physician was the one who needed educating. 

I have had very little trouble with the Health De- 
partment of either City or State in the control of 
my tuberculosis cases and I have had a fairly good 
share of these cases during the last twenty-five years. 
I report them all and before the health nurse gets 
there | instruct the patient and those interested in 
the care of the patient, just how the room should be 
arranged, how the sputum should be cared for, how 
the children should be removed from the house, etc. 

As a consequence, I find that when the health officer 
comes to my case there has been established by his 
or her visit a feeling of cooperation and endorsement. 
He has made things a little easier for me by putting 
his O. K. on what I have done, by commending the 
conduct of the case and by endorsing my advice. 

Now, I feel that when Dr. Palmer says that from 
70 to 90 per cent. of the public, especially in a city 
like Chicago and perhaps a city as large as Joliet, are 
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infected with tuberculosis, the problem is a very seri- 
ous one and can’t be coped with by any half-way 
measures. 

The purpose of the isolation of a case of tuber- 
culosis is not at all in my opinion, parallel to that 
of scarlet fever, measles, or diphtheria. Tuberculosis 
cases are isolated only to keep the contact child away. 
Here we haven’t anything that resembles the acute 
exanthemata. The case is isolated only to prevent 
as much as possible the infection of those little chaps 
who perhaps haven’t already been infected. 

The regulation of tuberculosis might undoubtedly 
vary with different communities. I can’t see why some 
of the smaller places down state, for instance, if the 
physicians are properly educated, should present at all 
the same problem as we have in Chicago. In the 
smaller places you have people very much of the same 
race; in other words, not such a mixture as we have 
in Chicago. You have something there that we haven't 
in Chicago. Having people of the same race there 
is a less variable immunity to deal with. We have 
such a mixture in Chicago. I once heard it called 
“the melting pot of susceptibles.” There we have 
the Negro problem with a tuberculosis and mortality 
rate of three, four or five times that of the whites. 
We have the Mexican problem, which is rapidly grow- 
ing, and which also gives us a very high mortality 
and tuberculosis rate. For these reasons the regula- 
tions applied successfully to smaller places would not, 
in my opinion, apply to Chicago, What I mean to 
say is, while you might be able to ease up on the 
control regulations as applied to smaller communities, 
having educated the doctors, in a city like Chicago 
and from what I have observed passing through Joliet, 
like Joliet the same regulations would not apply because 
first, of the various races found there, especially Ne- 
groes and Mexicans and secondly, because of the class 
of physicians who administer to the Negro and Mex- 
ican people. It seems to me that in a city like Chi- 
cago, and that’s about all I can talk of because | 
haven’t had any experience with places other than 
Chicago, the enforcement of regulations for the con- 
trol of tuberculosis has got to be fairly mandatory or 
else it will not get anywhere. 

The disease, if we take again the figures 70 to 90 
per cent. of the people of our cities are infected with 
tuberculosis as correct, is highly communicable and 
we know it to be transmissable by contact, at least 
that is our impression at the present time and I don’t 
helieve it will be changed. Therefore, we have got 
tc do everything in our power to break up that con- 
tact. Whether the method will be a matter of edu- 
cation or a matter of education combined with per- 
suasion, either coercive or mandatory, as I have said, 
is a question. The program for the prevention of 
tuberculosis, must, therefore, in my opinion, specify 
an enforcing regulation. 

Dr. W. H. Smith, Benton: I live in Southern IIli- 
nois, about as far from Chicago as a man can live 
and be in the State. I live in Franklin county, that 
county that hoists more coal than any county in the 
world, and it is the melting-pot of the world. We 
have any nationality that they can bring forward 
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from Chicago. Surveys have been made, and in my 
county we have reported in each of those surveys made 
by the Tuberculosis Association more than 300 active 
cases, open cases, of tuberculosis. 

You talk about control; you talk about educating 
the physicians. The physicians down there find these 
cases. The counties are all bankrupt. Under the 
Glackin law, we can’t make a move. We tried that, 
but we are taxed to the limit of the laws of the State. 
We can’t make a move. You talk about isolating the 
case. They live in little gun-barrel houses, eight or 
ten in each home. How are you going to isolate a 
patient from the contacts? It is impossible. What 
we want in Southern Illinois is a State maintained 
tuberculosis sanitarium. That is what we have been 
crying for. The State has a place to take care of 
epileptics, criminal insane, deaf, dumb, blind and fee- 
ble-minded. We have fish and game preserves. We 
have rifle practice ranges. It isn’t anything for our 
legislature to appropriate $600,000 for rifle practice 
ranges here and there, and the last general assembly 
undertook to buy ten thousand acres of land for play 
grounds in every county in the State. And yet no 
man in the legislature makes a move to give us a 
sanitarium in Southern Illinois. In Northern Illinois, 
under the Glackin law, I understand there are approxi- 
mately three dozen counties that have county tuber- 
culosis sanitoriums but we can’t have them down there. 
We are broke. We can’t isolate our patients. We 
are asking the State of Illinois to give Southern IIli- 
nois a State maintained tuberculosis sanitarium. 

Dr. E. R. Talbot, foliet: I want to thank Dr. 
Palmer for his kind remarks about Joliet but I wanted 
also to bring out two points particularly in his paper. 
I think I have been tuberculosis minded ever since 
the days I w&s with Sachs. I think I have had a 
pretty wide experience with tuberculosis, and this has 
to do with the paper before this when I state that 
every single patient with a cough should have a sputum 
examination. I imagine if Dr. Andy Hall were here 
he would tell you that I send more sputum to Spring- 
field than any other fellow in the State, and simply 
because I feel I need a sputum examination in addition 
to my other physical findings. I have in mind the 
previous paper. I have under observation right now 
a 200-pound school teacher who has a positive sputum. 
She has been teaching school, I imagine, at least a 
year with a positive sputum. How many youngsters 
she has infected previous to the discovery of this posi- 
tive sputum, I don’t know. Most of you who have had 
experience with tuberculosis know it is not easy to 
get physical findings in a 200-pound chest. Even in 
active tuberculosis. This girl has no other symptoms, 
simply a slight cough and a positive sputum. So I 
think, if we don’t do anything more than get over 
the idea that the physicians should use their own 
laboratory or the State laboratory and examine the 
sputum of every single cough, they would do a great 
deal in the control of tuberculosis. That might be 
a thing that would give the health officer something 
to work on eventually, an open case as against a 
closed case so-called. 

There is another thing Dr. Palmer mentioned, the 
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x-ray. I rather want to discourage a little the idea 
of depending too much on the x-ray. I think the 
value of the x-ray is important in proportion to a 
man’s ability to interpret the x-ray. 

I see very often cases coming to the office in which 
they state, “I cough persistently. I went to a doctor 
to be examined for tuberculosis. He didn’t even ex- 
amine my chest. He said to go to the hospital and 
have an x-ray picture taken, and the x-ray picture 
came back negative.” Still there is a cough. Sputum 
showed positive and the case is perhaps a step further 
in the tuberculosis than it would have been if the 
doctor had not placed too much reliance on the x-ray. 

I think the x-ray men are giving the general prac- 
titioners the idea that x-ray is the only early diag- 
nostic sign, and I want to take an exception to that. 
I feel that the sputum, particularly from a contagious 
standpoint, is so much more important and, if they 
would only use the sputum more and perhaps the 
x-ray less, they would be better off, although I don’t 
want to discourage the use of the x-ray, but rather 
te encourage the taking of the history, the physical 
examination and the sputum (3 or 4 specimens) be- 
fore placing too much reliance on the x-ray. 

Dr. I. D, Rawlings, Chicago: I was very much 
interested in Dr. Palmer’s paper. We haven’t always 
agreed on the question of how much control should be 
had over cases of tuberculosis. I notice that he gave 
the communities in the vicinity of Chicago a better 
bill of health on the reporting of tuberculosis, based 
on the number of deaths, than Chicago has. 

Personally I have no accurate knowledge as to 
how well tuberculosis is reported in Chicago. How- 
ever, recently a survey was made in connection with 
a mobidity survey that is being carried on over the 
State. We were asked in Chicago to make a sur- 
vey of at least one per cent. of our population, in- 
volving approximately 33,000 people. We found a 
certain number of communicable diseases, such as 
diphtheria, tuberculosis, scarlet fever, etc., among those 
individuals when they were interviewed. The names 
and addresses of these people with contagious diseases 
were taken. Then the State Department of Public 
Health sent a representative to the Chicago Health 
Department to search our files for these particular 
cases to find out which of them had been reported and 
the Department was marked in proportion to the num- 
ber that were found reported. I was very much sur- 
prised to find that this State representative was able 
to go to our files and find all but one case of the 
22 cases of tuberculosis among those making a report 
of having tuberculosis in their home. That experience 
makes me think that perhaps we are getting tuber- 
culosis well reported in Chicago because during this 
survey we went into 44 wards in the city, so that 
it was a good cross section of the city as far as the 
area was concerned. The one case which we didn’t 
find was taken up with the Veterans’ Hospital. We 
finally got track of that case and found it had been 
reported from another address where patient had lived 
before moving to the address visited. So that there 
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was 100 per cent. of these 23 cases reported when 
the final results came in. 

I don’t regard tuberculosis as an acute communica- 
ble disease. We don’t place a placard on the front 
and rear door in the case of tuberculosis. Of course, 
ii they get obstreperous and tell us to go to the hot 
place, when we call for specimens of sputum to see 
if the case is active, we do then put up a sign to 
make them give us material for a test that experience 
has shown is necessary to get the information we need. 

Dr. D. D. Monroe, Edwardsville: I appreciated 
Dr. Palmer’s paper. He mentioned all the counties 
in the State of Illinois except Madison. He mentioned 
Alton but he didn’t say anything about Madison County. 
I will have you know that it is second or third in popu- 
lation in the State of Illinois. Reporting of cases 
of tuberculosis is, I find, made through the supervisor 
of the township. Now the supervisor doesn’t know 
always what to do with the Report of Communicable 
Disease card and I think that is one of the reasons 
why the state health department is not getting a com- 
plete report, at least from my county. As an illus- 
tration: 

April 15, 1930, I received a letter from Dr. McShane 
in which he said that since last fall he has received 
only three reports of cases of tuberculosis diagnosed at 
our tuberculosis sanitarium. Clinics are held weekly ; 
many admissions for treatment have been made. Many 
times this number have been reported to the supervisor. 
We have no county health department as such. Each 
supervisor is a health officer in himself. 

I just came from Memphis from the National Tu- 
berculosis Association, where we were told that we 
should depend upon the x-ray and upon the Von 
Pirquet test as a method of diagnosis of childhood 
tuberculosis. Now, gentlemen, I am going to leave 
it to you who is going to say which is right. Even 
the tuberculosis authorities are not agreed. And if 
they are not agreed, you can’t blame the average phy- 
sician for at least not growing wildly enthusiastic 
ever some method of diagnosis, because he simply is 
not going to follow these blind leads. We are not 
going to get anywhere as long as we fail to agree 
on some method. 

Those men who are doing a vast amount of x-ray 
work tell us it is the only method. Those who de- 
pend upon the laboratory tell us the von Pirquet test 
is the best method; we all know we can make mis- 
takes with either one of those methods. If there has 
been a complete physical examination which will un- 
erringly point out tuberculosis in a child’s chest, I 
haven’t heard of it and I would like to see the man 
who has heard of it because that would be a most 
valuable thing. We all have fingers; we all have 
ears; and we would be glad to use them if somebody 
will tell us what are the unerring signs of tuberculosis 
in the chest of a child. 

It goes back to something that Kennon Dunham 
once said. He said, “If there are contacts, it should 
be your job to prove the child is not tuberculous. If 
we treat our patients in that way I think we could 
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come nearly at least giving ourselves and the patient 
the benefit of the doubt. 

As to the isolation of the patients. One of the doc- 
tors here, Dr. Rawlings, said he does not think it is 
a question of isolation as in accurately infectious dis- 
ease, and that’s quite true. If we depend upon the 
sputum examination alone to tell us when to release 
from isolation we shall never positively know. It 
takes hundreds of examinations sometimes, and often 
a centrifuged specimen before knowing whether your 
tuberculosis patient is safe to be let out or still should 
be kept in isolation. It reduces itself to this, that 
we must carry on a program of personal hygiene 
with every patient who has had tuberculosis. It is 
said that 70 to 90 per cent. of the children are already 
infected with tuberculosis; then out of ten children 
who present themselves before you, seven of those are 
already tuberculous. So why talk about finding the 
germs there. It is there. It is a question then of 
teaching the people how to take care of themselves, 
and that’s the job of the sanitorium, where you have 
sanitoria. It is the job of every family physician and 
it is something that as family physicians we can't 
afford to neglect, and I find the physicians of Madison 
County most willing and anxious to do that sort of 
thing. If the term is permissible, they are becoming 
more tuberculosis minded. There are a hundred men 
down there. They are solidly behind our county sani- 
torium. We wouldn’t have it were it not for those 
men. Our county medical society and our county 
tuberculosis association are one and the same. The 
doctors in our county are wide-awake to tubercu- 
losis. We are endeavoring to carry on a very definite 
program of education. We feel that we can not put 
into the sanitorium all people with active tuberculosis 
in the State of Illinois. That would be financially im- 
possible. Even though the State may build a sanitorium 
as it should do, we couldn’t do it then. So we must 
take our patients to the sanitorium for a period of 
education, turn them back to the family physician and 
take in some more and educate them. While we are 
doing that we are educating the family physician who 
hasn’t hitherto been very much interested in  tuber- 
culosis. 

Dr. George T. Palmer, Springfield (in closing the 
discussion): I think that we all realize that the prob- 
lem of tuberculosis control in a large city like Chi- 
cago is very different from that of the smaller com- 
munity. Dr. Kleutgen manifested surprise that there 
are so many counties in Illinois. I am inclined to 
think that my knowledge of the administration of 
health in a citv like Chicago is about equal to his 
knowledge of Illinois geography. I know very little 
of how to approach the public health problems of a 
great municipality. 

Dr. Talbot emphasized a point of great importance. 
If we could get repeated sputum examinations for al! 
persons with colds or with productive cough, I am 
satisfied that we would unearth scores and scores of 
open tuberculosis. The more general employment ci 
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sputum examination is essential to better control of 
tuberculosis. 

Dr. Smith doubtless has reason to be pessimistic 
about the situation in southern Illinois. I heard a 
paper by Dr. Hall, before the Southern Illinois Med- 
ical Society, in which he compared the conditions in 
southern Illinois with those in northern Illinois. He 
said that northern Illinois counties were meeting their 
tuberculosis problem adequately, while in southern IIli- 
nois this could not be done on account of financial 
conditions. As a matter of fact, I know of no com- 
munity in the State—and in that I would include 
Joliet or Rockford—in which they are approaching any- 
thing like the ideal in meeting the tuberculosis problem. 

In spite of its financial situation, southern Illinois 
can do more than is being done and at no large ex- 
penditure of money. The services of the laboratory 
of the State Department of Public Health are free 
and more extensive use of this laboratory would help. 
In my opinion, there is still great need for education 
and for the stimulation of interest on the part of 
doctors both in northern and southern Illinois. Un- 
less the doctors of this section of the State become 
“tuberculosis minded,” Dr. Smith will find, that when 
the State opens its sanatorium in southern IIlinois, it 
will be filled with advanced and terminal consumptives 
and will fail to do its important educational and cura- 
tive work. 

I believe that Dr. Monroe, in his reference to the 
x-ray and tuberculin test, is referring chiefly to the 
diagnosis of childhood tuberculosis. During recent years 
I have been filled with admiration for those men who 
have been making accurate and precise diagnoses of 
childhood tuberculosis. After twenty-five years of ex- 
perience I find it exceedingly difficult. Dr. Monroe will 
agree with me that adult tubrculosis and childhood 
tuberculosis present entirely different pictures. The 
best means of diagnosis in the child are unquestionably 
the von Pirquet test and the x-ray. This is especially 
true because, in dealing with the child, we are de- 
prived of the most important diagnostic factor and 
that is the case history. Incidentally, we will not at- 
tain our best results in the diagnosis of tuberculosis 
until all physicians are taking their own written case 
histories. 

Dr. McShane says that the figures obtained by the 
State Department of Public Health are probably more 
or less inaccurate. We all realize how hopeless it is 
for the State Department of Public Health to work 
satisfactorily with several thousand health officers cre- 
ated by law and many of whom do not know that they 
are health officers. Their reports, when made, are 
doubtless misleading. There is one interesting feature 
about the Madison County figures however. I can not 
explain it; possibly Dr. Monroe can. In the city of 
Alton there are practically as many deaths as there 
are reported cases. In the city of Granite City, we 
find one of the best records in the State of Illinois. 
It is my own judgment that this is because the doc- 
tors of Granite City have become “tuberculosis minded.” 
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EPIDEMIC MENINGITIS* 


ARCHIBALD Hoyng, M. D. 
CHICAGO 


This disease has been known by a variety of 
names. Such terms as jail fever, black fever, 
hospital fever, spotted fever, petechial fever, 
brain fever, malignant fever, spinal fever, cere- 
brospinal fever, cerebrospinal meningitis, and 
epidemic meningitis have been applied to it. 
Among physicians who come into frequent con- 
tact with this infection, there seems to be a 
marked preference for the words “epidemic men- 
ingitis,’ although “meningococcus meningitis” 
conveys a much more accurate conception of the 
true nature of the malady. 

It is generally acknowledged that epidemic 
meningitis was first described in Geneva in 1805. 
In the United States, Massachusetts recognized it 
during 1806, and since then the disease has been 
more prevalent in this country than in any 
other. 

In Chicago from 1920 up to 1927 epidemic 
meningitis constituted a relatively small number 
of the admissions to the contagious disease de- 
partment of the Cook County Hospital. “But 
during the past three years ending December 31, 
1929, a total of 515 patients were received. In 
addition, we have had 57 admitted during the 
first four months of 1930, and at the present 
date there are ten in the hospital receiving treat- 
ment. We have also admitted seventeen to the 
Municipal Contagious Disease Hospital since 
January 1, 1930. Of this latter number, ten 
were males and seven females. ‘The youngest 
was one and one-half years, and the eldest fifty. 

The causative agent for this disease was un- 
known until Weichselbaum’s discovery in 1887, 
when the organism was compared with the 
pneumococcus which, however, is larger in size 
and possesses cultural and staining character- 
istics that easily differentiate it. 

Weichselbaum’s diplococcus intracellularis is a 
small gram negative coccus, occurring in pairs, 
which is found in the spinal fluid extracellularly 
early in the disease and later is seen both intra 
and extracellularly. It is readily demonstrated 
in centrifuge specimens of spinal fluid when 
stained with methylene blue. 

The organism is a delicate one, and any chill- 





*Read before Illinois State Medical Meeting, Section on 
Public Health & Hygiene, May 21, 1930, 
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ing of a spinal fluid specimen may make it use- 
less for cultural purposes. For this reason, it is 
best to obtain the cultures on special medium at 
the bedside in order to insure a growth. In 
many respects this diploccocus—the menin- 
gococcus of epidemic meningitis—resembles the 
gonococcus, with which it might be confused if 
the decision were to be based on appearance 
alone. 

Some one has referred to epidemic meningitis 
as a disease of infants and soldiers, and on many 
occasions the allusion has seemed to be most ap- 
propriate. Nevertheless, it is no more totally 
true than if we said a disease of infants and in- 
fantry. Yet, it is a fact that whenever an army 
is mobilized, an outbreak of epidemic meningitis 
is not unusual, especially among new recruits. 
However, the occurrence should not be attributed 
merely to ordinary military habits, but rather to 
extreme fatigue resulting from new and arduous 
duties, together with the close contact existing 
among a large body of men. This explanation 
has often been presented as a contributing factor 
to the outbreak and spread of epidemic menin- 
gitis in an army encampment. On the other 
hand, it does not offer anything in the way of 
suggestion as to why infants should be a special 
prey for attack. In reality, no such situation 
has existed over a period of years at the Cook 
County Contagious Disease Hospital, where most 
of the Chicago cases of epidemic meningitis are 
treated. 

In Borovsky’s' series of 190 cases of epidemic 
meningitis at the Cook County Hospital only 
25% of the patients were under five years of age, 
whereas, 51% were over fourteen years, and none 
of them were soldiers. Moreover, among 57 
patients admitted to the same hospital with this 
disease during the first four months of 1930, 
there were only 17.5% under five years of age, 
but 45% were less than fifteen years. In this 
group of 57, the youngest was eighteen months 
and the oldest sixty-two years. 

As is customary when epidemic meningitis is 
prevalent, most of our Cook County cases have 
occurred during the winter and spring seasons. 
The warmth of summer has not, however, 
brought about the decline in cases which might 
he anticipated. During the first twelve days of 
May, eight new cases were admitted. 

Susceptibility according to sex shows that the 


October, 1930 


disease greatly predominates among the males, 
and in the group of 57 referred to, the favorit- 
ism was evident to the extent of 73.5%, only 
26.5% occurring in females. 

The mode of transmission for this infection is 
frequently extremely perplexing. Cases may be 
found in isolated places with no history whatso- 
ever of any known exposure. Besides this, in- 
stances of secondary cases? in a family are re- 
garded as unusual, though we have witnessed this 
with increasing frequency at the County Hos- 
pital during the past two years. Yet it is be- 
cause of such facts that some of the older text- 
books tell us the disease is not contagious, and 
even physicians of high standing adhere to the 
same view in the present day. In this connec- 
tion it may be mentioned that within the past 
two years two internes at the Cook County Hos- 
pital contracted epidemic meningitis while car- 
ing for this class of patients. It must be ad- 
imtted, nevertheless, that it is not common for 
a case of epidemic meningitis to be traced di- 
rectly to an active case of the disease. The usual 
source of infection seems to be a carrier, and a 
known carrier of the meningococcus practically 
never develops the disease. This is, of course, 
explained by the carrier‘s own immunity. 

The infecting organism gains entrance to the 
body by way of the nasal passages according to 
general belief. Whether it then passes through 
the cribriform plate or enters the lymphatics, 
going on into the blood stream, has received 
much discussion. The weight of evidence tends 
to prove that the latter theory is correct, and if 
so, it should have some bearing on the mode of 
treatment. Since the meningococcus does not 
live for long after leaving the body, inanimate 
objects seem to play no part in its distribution. 
Insanitary conditions are regarded as favorable 
to the development of an epidemic, but whether 
this actually is an important factor seems to be 
very doubtful. Crowding because of close con- 
tact may unquestionably have an important role 
in any outbreak, since the opportunities for 
droplet infections are naturally augmented. 

Following an incubative period of from one 
day to one week, the onset is usually very char- 
acteristic. Headache, vomiting and fever come 
on with suddenness. Stiffness of the neck de- 
velops, and delirium may be present almost from 
the beginning. But in a great many instances, 
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the mentality is exceptionally good for so severe 
an illness. The patient frequently responds 
intelligently to questions, unless suffering from 
a malignant type of infection when coma or 
collapse may be present early. Herpes may be 
seen on the face in many cases, and in some it 
is also present on the extremities, but petechia 
are encountered far less often than one lacking 
experience with this disease might expect. 

Generally, the pulse is rapid at the onset, the 
respiration often slow and irregular, and the 
temperature may, or may not, be exceptionally 
high. While the pupils are contracted at first, 
later they are apt to be dilated. Photophobia is 
not as prominent a symptom in our experience 
as most text-books would have us believe. Stra- 
bismus, on the other hand, is fairly frequent. 
The Kernig sign may always be expected, as well 
as the Brudzinski. The Babinski is usually 
absent. In infants a bulging fontanelle is pres- 
ent, and a convulsion may be the primary warn- 
ing. A blood count will show a leucocytosis, and 
the urine contains albumin and perhaps sugar. 
Occasionally a sore throat is complained of be- 
fore any of the symptoms mentioned. If the 
course of the attack is prolonged, emaciation 
may be extreme and opisthotonos marked. 

Posture of the typical case which has not ad- 
vanced to the stage of coma is characteristic. 
The patient lies on one side, not on the back, the 
legs are drawn up to some extent, and even 
though the head may be but slightly retracted, 
the neck is stiff and rigid. An attempt to flex 
the head on the- chest produces marked pain. 
Swollen joints described as a common symptom 
have been preesnt in but few of the cases coming 
under my observation. 

Among the common complications are broncho- 
pneumonia, deafness, which when it occurs, is 
bilateral and may be complete and permanent. 
Strabismus and emaciation, if the latter may be 
placed under this heading, are frequent. Less 
often optic atrophy, panopthalmia, iritis, kera- 
titis, and endocarditis may develop. Chronic 
hydrocephalus, which may lead to idiocy, is com- 
mon in prolonged cases. Rarely, hemorrhage 
into the ventricles may take place. 

The list of diseases with which this infection 
may be confused is, at times, occasion for sur- 
piise, and yet is often clearly understandable. 
Following are some of the examples of errors in 
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diagnosis which I have witnessed: various forms 
of meningitis, including tuberculous, strepto- 
coccus, pneumococcus, and influenzal; menin- 
gismus associated with a gastrointestinal attack, 
or due to one of the acute infectious diseases, in- 
cluding pneumonia; cerebral syphilis, poliomye- 
litis, and encephalitis; brain abscess and ulcera- 
tive endocarditis; measles, scarlet fever, and 
smallpox. Other mistakes which have been re- 
ported concerned acute rheumatic fever, diph- 
theria, and typhus fever. 

There is but one accurate method of diagnos- 
ing epidemic meningitis, and that is by means 
of puncture and examination of the spinal fluid. 
In any instance where meningeal symptoms are 
present, a cloudy fluid should serve as a basis 
for the administration of antimeningococcus 
serum until a laboratory examination of the fluid 
has decisively established that such treatment 
is not indicated. It must be born in mind, how- 
ever, that occasionally the fluid appears clear 
early in the attack. As a rule, the cell count will 
run into the thousands per cubic millimeter, and 
about 95% are polymorphonuclears. 

While the prognosis cannot be forecast -in 
every case at the onset the outcome can be fore- 
seen in certain types. Fulminating cases with 
numerous petechia and perhaps hemorrhages, the 
size of a dollar, into the skin may terminate 
fatally within twenty-four hours. It is this class 
of patients which are suggestive of hemorrhagic 
smallpox. Usually, patients with a high tem- 
perature at the beginning seem to respond better 
to serum therapy than those with little fever. 
Many cases make a very satisfactory recovery 
within two to three weeks, while others run on 
for months developing a marked opisthotonos 
and a progressive emaciation, eventually lapsing 
into coma and dying of exhaustion or a broncho- 
pneumonia. 

Mortality is not dependent alone upon the 
promptness with which treatment is instituted, 
but may vary greatly from year to year, or even 
month to month according to the virulence of 
the infecting organism. Furthermore, age must 
be reckoned with, for the two extremes of life 
suffer most. Infants under one year seldom sur- 
vive. The oldest patient in our Cook County 
series was a man eighty-one who died on the 
day of admission. Another unusual case was a 
woman six months pregnant who died six days 
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after admission on the eleventh day of the dis- 
ease. 

In different epidemics there is a wide range 
in the mortality figures, extending from 20% 
to 80%. The following table presents some 
statistics for patients admitted to the Cook 
County Hospital from January 1 to April 30, 
1930: 


TABLE 1 
Admissions Recovered Died Mortality % 
Tete cesasscesdonss 57 25 32 56 
MMIOE: so sassteusen0sn 42 17 25 59 
Females oecsss0ssexs 15 8 7 46.6 


For the same series the mortality by age 


groups is also presented in Table 2. 


TABLE 2 
a a, < Peer Tere 20% 20—30 years.......... 83% 
B10 FORPSs 00:0:0:400058 40% 30—40 years......++.. 75% 
10—20 years.......... 33% Over 40 years......... 100% 


Most of those who failed to survive died within 
seven days of the onset. The average number 
of days sick when treatment was started proved 
to be five for those who recovered, and four for 
those who died. ‘This upholds the opinion that 
recovery depends quite as much on the degree of 
severity in a particular case as it does upon early 
treatment. 

Prophylactic measures directed against epi- 
demic meningitis are extremely unreliable. 
Known carriers should, of course, be avoided. 
Well ventilated rooms should be chosen for sleep- 
ing quarters and outdoor recreations encouraged. 
In boarding schools where dormitories are pro- 
vided, the beds should be at least four feet apart 
and class rooms ought not to be crowded, it 
being preferable to have an intervening vacant 
seat between each two pupils. Antiseptic mouth 
washes may be used, but are probably of doubt- 
ful value. A preventive vaccine has been tried, 
the treatment consisting of injections of 500 to 
8,000 million organisms usually given in three 
doses at weekly intervals. This procedure is 
seldom adopted, however. 

Numerous drugs have been recommended for 
treatment, but there is probably only one at the 
present time which is worthy of any considera- 
tion. Morphin has received both praise and 
condemnation. Ordinarily, I believe it should 
not be used for epidemic meningitis, and yet in 
certain adult cases with wild delirium it seems 
to be the only sedative which affords the patient 
any relief, 
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Withdrawal of spinal fluid is undoubtedly the 
procedure wihch is of paramount importance. 
This may be accomplished in one of three ways, 
by lumbar puncture, cisterna puncture, or in- 
traventricular puncture if the patient is suffi- 
ciently young to have open fontanelles. Although 
the cisterna puncture is the least difficult to per- 
form by one possessing the requisite experience, 
it should not be recklessly adopted by the novice 
in preference to the lumbar route. When prop- 
erly undertaken, no anesthetic is necessary, and 
the patient is far less disturbed than when the 
needle is inserted in the lower portion of the 
spine. 

The antimeningococcic serum which Flexner 
introduced about 1907 should be regarded as the 
specific for epidemic meningitis, although there 
are some who believe that infants do better with 
simple drainage of spinal fluid without giving 
serum. Properly, the amount of serum given 
intraspinally should always be less in volume 
than the quantity of spinal fluid withdrawn. 
since pressure exerted by an excess of fluid bears 
a distinct relationship to the severity of the 
symptoms. 

While many favor the administration of anti- 
meningococciec serum every twelve hours or 
oftener, we have concluded that twenty-four-hour 
intervals are, as a rule, better, since the patient 
is then disturbed less frequently, and the serum 
introduced has a longer period in which to 
demonstrate its effectiveness. All intraspinal 
serum should be given by the gravity method, no 
syringe being used. 

There seems to be no doubt whatever that the 
intravenous* administration of serum is also of 
marked value in many cases. This is especially 
evident in adults suffering from a meningococcic 
septicemia. 

It is impossible to set up any rule governing 
the amount of serum which any individual case 
will require. There are, however, certain guides 
which may be followed. Some of these are the 
appearance of the fluid, esecially its turbidity. 
Until the spinal fluid looks clear, repeated in- 
jections of serum are nearly always indicated. 
Frequent microscopical examinations of the 
withdrawn spinal fluid are also needed for the 
purpose of making cell counts and observing the 
presence of meningococci and their number. In 
addition to the spinal fluid examinations, the 
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clinical course of the disease should be considered 
and it is often a matter of one’s judgment 
when to discontinue serum. Under the latter 
circumstances, spinal punctures and drainage 
may still be the correct course to pursue. 

The usual dose of serum intraspinally will 
vary from 15 c.c. to 30 ¢.c., whereas from 30 c.c. 
to 60 ¢.c. or more may be injected intravenously 
in one treatment. The effectiveness of intra- 
muscular injections of antimeningococcic serum 
is doubtful, but if adopted in conjunction with 
the other methods will do no harm. Autogenous 
vaccines have also been used as an adjunct in 
treatment. 

Serum reactions consisting of a marked urti- 
caria are not to be unexpected, and when occur- 
ring, usually develop in from seven to ten days 
following the first serum treatment. 

The average amount of antimeningoeoccic 
serum given to the recovered cases in the Cook 
County Hospital group this year was 130 c.c. 
The greatest quantity received by any one pa- 
tient was 290 e.c., and the smallest amount 55 
cc. In the Municipal Contagious Disease Hos- 
pital group of 17 cases the average dose of serum 
for each patient was 120.2 c.c. 

When an epidemic meningitis patient has re- 
covered, it is customary to secure negative cul- 
tures from the spinal fluid before release from 
quarantine. The old practice of requiring nega- 
tive swabs from the nasopharynx seems to have 
been abandoned to a considerable extent. The 
object of culturing the spinal fluid is not because 
of any fear that the patient may be contagious 
on this account, but to obtain a fair degree of 
assurance that the patient will not have a re- 
lapse. 
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DISCUSSION 


Dr. W. H. Smith, Benton: There is one question I 
would like to ask. You made a statement that the 
intramuscular use of the serum in conjunction with 
other methods does no harm. Then, may I infer that 
unless it is in conjunction with other methods it may 
do harm? The reason for asking that question is that 
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a school boy who received the serum intraumuscularly 
is now paralyzed from the hips down. He can’t move. 
I am just wondering if it might be the result of the 
intramuscular use of the serum. 

Dr. McShane remembers the case of the young 
woman 21 years old who came down from Cleveland, 
O. When she reached Indianapolis, she became very, 
very sick, was vomiting, and had headache. She went 
on down to Du Quoin and into the home of two old 
German people, just a man and his wife. At three 
o'clock in the morning she entered that home, and she 
vomited all over the old lady. The old lady took care 
of her from three o'clock in the morning until five that 
afternoon, when she was removed to the hospital. The 
next morning the doctor diagnosed it as epidemic men- 
ingitis. 

Now you say, and all the authorities say that it is 
very unusual for one case to be identified as coming 
from another, but usually from carriers. But do you 
know they couldn’t get a hospital in St. Louis to re- 
ceive that patient, nor one in Granite City. Finally 
the Christian Welfare Hosptial of East St. Louis ac- 
cepted that girl, and two days later she died, on the 
12th, I believe, of January; and on that day the old 
lady came down with this disease, and two days later 
she was transferred to this same Christian Welfare 
Hospital in East St. Louis, and four days later she died. 

Dr. Archibald Hoyne, Chicago: It is known that 
there are different types of the meningococcus. How- 
ever, all of the antimeningococcus serums are classed 
as polyvalent; but there seems to be no doubt that the 
strains from which these serums are prepared vary 
considerably. 

Some ten or fifteen years ago, before we knew that 
there were four different types, we used to have some 
such experience as this: we would be administering a 
particular make of serum and perhaps getting very 
fair results and then abruptly we would notice the 
patients were not responding well. In our ignorance 
we believed that we had received some poor serum and 
so we would stop using that make and buy of a different 
manufacturer, and frequently as soon as we made the 
change the patients would do well again. And we 
might go on with that serum for a time and then see 
a repetition of the same thing. 

The explanation for such an occurrence probably is 
that even serums produced by any one manufacturer 
may vary from time to time even in different batches 
that are turned out. Theoretically, the proper way to 
determine whether the serum that is being used is the 
proper serum is to find out whether it agglutinates well. 
Practically, it has been shown that some of the serums 
with the highest agglutinative properties do not bring 
about the best results in the treatment of the patient. 
Consequently, the only basis for continuing to use a 
certain serum is the response obtained by it. If the 
results are not good, the serum of some other producer 
should be tried. 

I think the matter of drainage is a very important 
factor, but the recovery that is brought about with 
serum is at times marvelous. Occasionally, the patient’s 
condition clears up almost like magic with two or three 
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administrations of antimeningitic serum, but we have 
had some cases that required as much as 400 c.c. or 
500 c.c. of the serum intraspinally in order to bring 
about their recovery. 

Dr. Arlington Ailes, LaSalle: Why do you abandon 
the nose and throat cultures ? 

Dr. Archibald Hoyne, Chicago: I think that’s been 
done quite generally, in a good many places where cul- 
tures used to be required. Some years ago in Chicago 
when all cases were not obliged to be taken to a hos- 
pital, it was customary to send out a health officer and 
take cultures from all contacts as well as the patient. 
I used to see a few cases at that time in the homes, 
and the people would get very nervous, thinking of 
diphtheria, and the possibility of their being carriers 
and being quarantined. But I never saw an instance 
where any positive cultures were obtained under those 
conditions. 

Dr. Ailes: That’s just why I asked the question. We 
have never been able to get positive cultures. 

Dr. Hoyne: We seldom get them either. We tried it 
for a long time at the County Hospital. There is a 
special glass tube devised to culture high up in the nose 
and it is claimed with that you can be successful. 

Dr. Ailes: We have used that and never got it. 

Dr. Hoyne: I think I recall a few instances of suc- 
cess. I don’t believe the patient that had serum in the 
muscles suffered from paralysis as the result of such 
treatment. 

I think no one can make an absolute diagnosis of 
epidemic meningitis without an examination of the 
spinal fluid. This is necessary because meningitis may 
result from any one of a number of different organisms, 
but epidemic meningitis is caused only by the menin- 
gococcus. 





PROGNOSIS AND TREATMENT OF 
BRONCHIAL ASTHMA, WITH SPECIAL 
REFERENCE TO PEDIATRICS} 


Lron Uncer, M. D. 
CHICAGO 


Bronchial asthma is a pediatric problem, for 
the most part. All of us who have given special 
attention to the study of asthma and other hyper- 
sensitive or allergic diseases have come to real- 
ize more and more that bronchial asthma begins 
usually in infancy or, at least, the seeds of it 
are implanted at birth in most cases. Therefore, 
to those who specialize in the care of our young, 
belongs the privilege and the responsibility of 
diagnosing and treating these unfortunates early 
so as to secure the best results. 





*From the Asthma and Hay Fever Clinic, Northwestern 
University Medical School, Chicago. 

tRead at the February, 1930, meeting of the Chicago Pedi- 
atric Society. 
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A brief list and description of the sickness 
which we class as allergic or hypersensitive : 

1. Bronchial asthma—to be discussed shortly. 

2. Hay fever, referring to the seasonal afflic- 
tion due to pollens. 

3. Allergic rhinitis, this is also called “hyper- 
sensitive rhinitis,’ “vasomotor rhinitis,” “peren- 
nial hay fever”; it includes those cases of 
rhinitis which occur all year round and have 
definite allergic characteristics. 

4. Eczema, especially in children. There can 
be but little doubt that most, if not all, ecezmas 
in childhood belong to this group. Skepticism 
was the rule when the skin tests were introduced, 
but as the years go by more and more pediatri- 
cians and dermatologists have found that by test- 
ing out these children and eliminating the of- 
fending foods they can and are curing these 
patients. 

5. Allergic bronchitis is a rather new term 
and refers to cases of bronchitis, without 
asthma, in which there are sudden attacks of 
dry, unproductive cough. These cases occur in 
children, usually, and may precede true bron- 
chial asthma. Hence, they are extremely impor- 
tant, especially from a prophylactic standpoint. 
We may add, also, that these patients usually 
give an allergic family history, that they usually 
respond to epinephrin and ephedrin, and skin 
tests are frequently successful in pointing out 
the way to a cure. 

6. Urticaria or hives occurs frequently in 
childhood and may be associated with eczema 
or asthma. 

7. Angio-neurotic edema is uncommon in the 
very young. 

8. Alimentary or food allergy is being given 
a great deal of attention. It refers to those cases 
of abdominal pain associated with nausea, vom- 
iting and diarrhea which are due to. hypersen- 
sitiveness to some food. The diagnosis is based 
on (1) history of heredity, (2) previous at- 
tacks, (3) temperature is usually normal, (4) 
eosinophilia frequently, (5) positive skin tests, 
(6) relief by removal of offending food. It may 
be weil to point out that children who refuse a 
certain food may be sensitive to that food. 

9. Migraine. 

10, Epilepsy. 

11, Certain purpuras. 

12. Certain bladder disturbances. 
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(These last four probably belong in this group 
hut time will not permit further discussion.) 

13. Serum reactions, both immediate and de- 
layed, may also be considered members of the 
allergic group. 

Basis of Allergy. Before we take up bronchial 
asthma, specifically, let us consider what consti- 
tutes the basis or etiology for the entire group. 
On careful analysis, we find that there are three 
main factors which bring on these symptoms. 

First of all, there is heredity. The leading 
investigators, men like Cooke and Balyeat, have 
shown that approximately 60% of all these sick- 
nesses give a history of one or more cases in 
the other members of the family. It has also 
been demonstrated that children with both par- 
ents allergic become victims almost twice as 
often as where only one parent is afflicted; and 
where neither parent is allergic the children are 
not likely to develop any one of these illnesses 
at all. Furthermore, the age of onset of symp- 
toms is earlier with greater hereditary influence. 
Thus Cooke pointed out that 72% of children 
with bilateral family history showed allergic 
symptoms before the age of ten; 35% with uni- 
lateral family history had symptoms before the 
age of ten; and only 20% where no family his- 
tory could be obtained. 

It has also been repeatedly shown that the 
form of allergy in the child may differ from that 
in the parents—e. g. the child may have eczema 
and asthma and the mother hay fever, or vice 
versa, 

The second factor in the etiology of allergy 
is the exciting cause or causes. You are all 
quite familiar with the numerous substances 
which can bring on an attack of asthma or one 
of the other sicknesses of this group. Pollens, 
animal derivatives, foods, orris root, house dust, 
certain drugs like aspirin—all of these are well 
known to you and we will merely emphasize here 
that patients are frequently—I might say usually 

-sensitive to more than one of these sub- 
stances. These materials, then, constitute the 
irigger which in the presence of the hereditary 
basis sets off the explosion which is shown as 
asthma or hay fever or one of the others. 

The third factor is not fundamental yet very 
important. It constitutes the predisposing con- 
(ition or conditions which in the presence of the 
ereditary factor and the exciting cause makes 
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the attacks worse than they would otherwise be. 
Some of these influences are dampness, change 
of weather, worry, excitement, nervousness, 
fumes, overexertion, overeating and broncho- 
pulmonary infections and inflammations. They 
alone cannot cause asthma or hay fever, but they 
are important contributing factors. 

Bronchial Asthma—Dviagnosis. With these 
three points in mind let us conside bronchial 
asthma, especially as it occurs in childhood. 

In considering the diagnosis we have little 
difficulty, although “colds,” bronchitis and 
broncho-pneumonia and pulmonary tuberculosis 
sometimes are confusing. Broncho-pneumonia, 
for example, is frequently diagnosed wrongly, I 
believe, because a child with asthma has a high 
fever. Adults with bronchial asthma rarely have 
fever but children, especially infants, frequently 
have high temperatures. A little epinephrin or 
ephedrin will usually break up the whole thing, 
and demonstrate that broncho-pneumonia is not 
present. 

We make our diagnosis of bronchial asthma 
only after an exhaustive history, examination 
and tests. The history is usually that of trouble 
from infancy, consisting of attacks of wheezing 
and dyspnea and cough or the history of fre 
quent “colds” and “bronchitis.” Questioning 
finds hereditary influence in most cases. And 
we are frequently aided by the fact that many 
of these children have or have had eczema or 
urticaria or hay fever or food idiosyncracy as 
well as asthma. The chest examination between 
attacks may reveal nothing. During spells we 
fiud the musical chest of the asthmatic with the 
difficult and prolonged expiration. Emphysema 
and chronic bronchitis are the complications 
which we dread and they may or may not have 
put in an appearance at the time of examina- 
tion. 

The blood usually shows an eosinophilia (about 
5% or more) and the sputum, where obtainable, 
contains eosinophiles, Curschmann spirals and 
Charcot-Leyden crystals. The x-ray usually 
shows more or less evidence of generalized 
fibrosis beginning at the hila of the lungs and 
spreading out, fan-like, toward the periphery. 

An important point in the diagnosis is that 
epinephrin rarely fails to relieve an uncompli- 
cated attack of bronchial asthma. 

Many pediatricians are using the term “asth- 
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matic bronchitis” for children who have fre- 
quent bronchitis on a supposedly infectious basis. 
I believe these cases should be thoroughly skin 
tested and either put in the allergic classifica- 
tion and called bronchial asthma or allergic 
bronchitis, or should be deemed non-allergic and 
called infectious bronchitis or some similar term. 
The term “asthmatic bronchitis” was given by I. 
Chandler Walker many years ago to the infec- 
tious and probable non-allergic group of cases 
with cough and some dyspnea beginning in 
adults over the age of 40. Perhaps it would be 
better to restrict the term “asthmatic bronchitis” 
to this older group. 

Skin Tests. Skin tests have provoked an ac- 
tive and at times acrimonious interest. Between 
those who see no good at all in these tests and 
those who depend entirely on them, there is a 
middle ground which is the correct one, I be- 
lieve. ‘l'o those who say that skin tests are use- 
less one can point out many cases where patients 
have been restored to health by information 
obtained through this medium. Many say that 
the tests are tedious and take too long to carry 
out. We may reply that finding the exciting fac- 
tor without the skin tests takes much longer in 
most cases, and is far less successful. 
ample, one of the staff here at Northwestern 
suffered for two years from acute gastro-intesti- 
nal upsets while she was trying to find the cause. 
Finally, she skillfully traced her trouble to 
mustard and then had skin tests done which gave 
a strong positive test for mustard. Had she had 
complete skin testing at first she would have 


been saved two years of suffering and un- 


For ex- 


certainty. 

To those who rely exclusively on the results 
of skin tests come disappointments for a positive 
skin test may well represent past history and 
oes not necessarily indicate the cause of the 
attacks. 

All tests should be confirmed by clinical evi- 
dence. A child whose eczema and asthma come 
from eggs should be benefited or relieved by re- 
moving eggs from the diet and should be made 
worse again by letting the child eat eggs. 
larly, a child who gives a positive test for dog 
hair should be allowed to play with a dog to see 
if symptoms will develop, then remove the 
animal and after an interval bring it back again 
to see if symptoms return. These clinical tests, 
then, are at least as important as the skin tests. 


Simi- 


ILLINOIS MEDICAL JOURNAL 


October, 1930 


There is also some disagreement as to how to 
make skin tests, whether cutaneously or intra- 
cutaneously. We use the cutaneous or scratch 
method first and follow them up by doing intra- 
cutaneous tests if the scratch tests are negative. 
Scratch tests are entirely free from danger and 
no fatalities have been reported from this 
method. The other way has not been entirely 
harmless as you all know. 

In certain cases where both techniques have 
shown nothing we try nasal or ophthalmic tests 
and we have sometimes had good reactions to 
pollens, for example, where nothing had shown 
on the skin. This merely confirms the fact that 
the skin can be negative yet the patient be 
sensitive. 

Group testing, to my mind is folly. It is 
difficult enough, frequently, to get positive tests 
by the ordinary method. If you dilute each 
material to one-fifth of one-sixth as you do with 
group testing you will have still less chance of 
finding reactions. It is a very poor short cut,— 
in fact no short cut at all. 

One further word about testing and that is to 
emphasize the great importance of thorough 
testing or not testing at all. Each year has 
brought new substances which have been shown 
by different investigators to cause certain cases 
of asthma. For example, Parlato of Buffalo, N. 
Y., has just demonstrated that sand flies brought 
on attacks of asthma and skin tests with some 
of the material gave positive reactions and 
desensitization was successful. There are about 
three hundred or more different materials which 
can cause an attack and it is absolutely necessary 
to test with all which come in contact with the 
patient under consideration. Usually if a pa- 
tient gives one positive test he will give two or 
more. Usually, one or two are the important 
ones and the others may be contributory factors. 
For example, it is well known that a hay fever 
patient who is sensitive to ragweed and also 
sensitive to the orris root contained in her face 
powder will get much better relief from the ordi- 
nary ragweed treatment if the orris root is with- 
drawn at the same time. Failure to realize this 
has caused many a disappointment in hay fever 
treatment. 

If only ten or twelve or twenty tests are done 
and the patients or parents are assured that the 
skin tests have been completed it seems to me 
that an injustice has been done. The testing has 
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heen just as incomplete as the old time examina- 
tion of the tongue and pulse was incomplete. It 
is unscientific and full of danger. The tests not 
done may be the vital ones in the patient under 
consideration. I am firmly convinced that no 
one should make any skin tests unless he tests 
ior every substance with which the patient comes 
in contact. 

Prophylactic Treatment. The prophylactic 
treatment of bronchial asthma has come to be 

live subject, and one of great importance. 
Asthma, especially, in children, excites our sym- 
pathy and every step possible which can lessen 
its occurrence should be taken. 

First of all, as already stated, heredity is 
almost certainly a basic factor in the causation 
of all the allergic conditions. The symptoms of 
12% of Cook’s allergy patients whose mother 
and father were also hypersensitive came on be- 
fore the age of ten; about half that where only 
one parent was allergic. Surely we are justified, 
then, in advising that intermarriage between 
allergic patients be frowned upon. 

Secondly, in taking histories let us ask our 
patients or parents whether there is allergy in 
the family,—just as we ask about tuberculosis 
And the closer the connection the 
more liable is the child to asthma or one of the 
others. 


or insanity. 


Thirdly, let us consider each child of an 
allergic parent as a potential asthma victim,— 
and we can save much suffering and at the very 
onset of any of the hypersensitive group let us 
have the child thoroughly examined and thor- 
oughly skin tested. 
to develop into asthma as it commonly does. 
Make the skin tests at once and the asthma can 
probably be prevented. And don’t let a child 
vo on having hay fever year after year. It has 
been shown repeatedly that 30-40% of all hay 


Don’t wait for the eczema 


fever cases develop bronchial asthma sooner or 
later. These pollen asthmas may later on change 
to the year round type;—much worse than the 
seasonal. The preseasonal treatment of hay 
fever asthma has given wonderful results especi- 
ally as regards the prevention of asthma. And 
let us not forget that frequent colds and coughs 
in a child may be based on hypersensitiveness 
aud if treated promptly asthma can often be 
averted. 

The fourth measure in the prevention of 
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asthma is the further safeguarding of the chil- 
dren of allergic parents. Keep the common 
excitants away from them as much as possible. 
These children can get along nicely without 
feather pillows and without dogs or cats or other 
pets. Horse-back riding should be discouraged. 
Hair mattresses should be avoided. Some toys 
like little teddy bears are covered with rabbit 
hair or furs and may cause trouble. And, lastly, 
add one new food at a time and watch carefully 
for any possible idiosyncracy to that food,—this 
applies especially to wheat, milk and eggs which 
cause a large percentage of childhood illnesses. 

Active Treatment. The active treatment of 
bronchial asthma may be divided into specific 
and non-specific and does not differ much from 
that carried out in the adult. 

Specific Treatment. When we find the excit- 
ing cause we remove it, if possible; the feathers, 
the dog, horse, cat, eggs, etc. The word “re- 
move” needs explanation. It is frequently not 
sufficient to merely remove the feathers in the 
patient’s bed-room,—usually the feathers all 
through the house must either ‘be removed or 
effectively covered. And eliminating eggs from 
the diet means eliminating eggs and all egg 
containing foods such as cakes, pastries, mayon- 
naise, ovaltine, egg noodles, and certain candies 
and ice creams and meat stuffings. 

Desensitization we believe necessary with some 
of the exciting materials which cannot be en- 
tirely avoided or which cannot be avoided for 
long periods of time. We therefore try to de- 
sensitize those patients who are hypersensitive 
to the common inhalants like pollen, dog hair, 
cat hair, feathers, house dust, orris root, and 
the common foods like eggs, milk, and wheat. 
We have used the subcutaneous method chiefly 
and in a few cases of food sensitivity the in- 
creased feeding method. 

House dust extract deserves a few remarks. 
The exact ingredient in this which gives the 
positive tests is uncertain. House dust is a mix- 
ture and of course varies a little in different 
homes. We have tested several hundred cases 
with dust extracts and in about fifty or more 
cases have made solutions from the dust in the 
patient’s home. About 40% of our asthma cases 
have shown a positive skin test to the dust ex- 
tracts and we have found with occasional excep- 
tions that those who give positives to their own 








dust also give positives to a mixed or so-called 
stock dust extract. Clinically, we think our re- 
sults about as good with stock dust extract as 
with an autogenous solution and on the whole 
we have had some very successful results by its 
use. 

In attempting desensitization by the hypo- 
dermic method we must look out for reactions. 
This is especially true in treating pollen hay 
fever and asthma. The dosage must be gradu- 
ally increased here and we have found that the 
usual fifteen dose method of treating hay fever 
is quite inefficient. We use from 25 to 30 or 
more injections so that we do not have to in- 
crease the dose too quickly, and so that we can 
also give stronger amounts than most clinicians 
use,—we think this gives greater protection. 
If we get a reaction we lower the next dose and 
then creep up again. With the fifteen injection 
method you cannot do this and if you keep on 
increasing the dose after a reaction more reac- 
tions and worse ones will almost certainly follow. 

Non-Specific Treatment. The non-specific 
treatment of ‘asthma consists of the use of 
numerous drugs and different procedures. For 
the attacks of asthma epinephrin or adrenalin 
has stood the test of time and is supreme. 2 to 
10 minims of 1:1,000 solution will almost cer- 
tainly stop or at least relieve an attack of true 
bronchial asthma. Ephedrin comes next to epi- 
nephrin. It should be used by mouth only and 
helps about 50% of cases. It acts more slowly 
than adrenalin and its effect lasts longer. As 
you all know many patients cannot tolerate 
ephedrin. 

Morphin should not be used at all because it 
does not work as well and because it is habit 
forming. 

Vaccine treatment is indicated in certain cases 
where all tests are negative or where true bron- 
chial asthma has been complicated by secondary 
infection. We make autogenous vaccines from 
the sputum, plate out the organisms, grow them 
separately and skin test with each culture. Then 
we treat the patient with the one or more varie- 
ties which give the best reactions. Our results 
with this method have been very good in some 
cases, and disappointing in others. 

For about 3 years we have been using ultra- 
violet light as an accessory method of treatment. 
We believe it helps as a tonic and it seems to be 
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especially valuable in the undernourished. We 
believe that it has no specific value, yet our 
results have certainly been improved since we 
adopted its use. 

Adequate treatment of infected tonsils, teeth 
and sinuses is carried out as far as possible and 
we advise routine nose and throat examinations 
including sinus x-rays where indicated. How- 
ever, we do not believe that nasal operations hel) 
a great deal in the treatment of bronchial 
asthma. We try to remove all definite infections, 
but do not think that straightening septums anid 
removing turbinates are of much aid except 
locally. 

Change of climate is frequently advised and 
arried out often with great hardships to the 
family involved and all too often with failure 
instead of success. The advice to move is very 
illogical in this day and age and the results will 
naturally be uncertain. When one realizes that 
all these cases have an exciting cause, such as 
dog hair or egg or dust, the method of attack 
should be to find the cause, if possible, and re- 
If a patient improves by 
change of climate he may do so because he has 
left behind something, e. g. a cat or a dog, which 
caused his asthma. It would be simpler ani 
just as effective to remove this animal and stay 
home and not disrupt the family. If a child is 
sensitive to a food, change of climate certainly 
will not help him as long as he continues to eat 
the same kind of food. Let us therefore advise 
change of climate only after thorough skin test- 
ing and subsequent treatment have been in- 
effective—and if we do that we will have very 
few patients to whom we will say “go to Arizona 


move it, if possible. 





or Texas.” 

Other medicines are of some service. Po- 
tassium iodide, belladonna and apomorphine 
have proved useful in many cases and are good 
agents. We have been much disappointed with 
other drugs like calcium, alone or with thyroid ; 
also with peptone and benzylbenzoate. Stramon- 
ium, used widely in asthma cigarettes and 
powders, helps temporarily but its use over long 
periods of time may increase the asthma by its 
local irritating action. 

We have tried x-ray treatments to the chest 
and the spleen with no permanent beneficial re- 


sults. Lately, we have been using increasing 
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doses of old tuberculin in some severe cases and 
believe that a few have improved. 

Dust-free rooms can be helpful, especially in 
pollen-sensitive cases. 

It is highly important, also, that the con- 
tributing factors should be avoided as far as 
possible-—things like wet feet, over-exertion, 
excitement, etc. Attention to these will lessen 
the number and severity of attacks. 

Prognosis. The prognosis of bronchial asthma 
is undoubtedly more favorable now than it used 
to be. The old idea that asthma was incurable 
has been swept away and we can now assert that 
asthma can be “cured” or improved in the ma- 
jority of cases. 

But there are certain things which make the 
prognosis less favorable. Many children with 
asthma are not diagnosed soon enough. They 
are said to have bronchitis or colds or tubercu- 
losis. In many cases the diagnosis of asthma 
is made but that is all. Medicines are given 
and if the attacks are severe adrenalin or mor- 
phin is injected. As these attacks go on the 
main complications of bronchial asthma creep 
on,emphysema and chronic bronchitis. When 
these two have occurred the hope of complete 
cure has vanished for emphysema does not dis- 
appear once it has occurred. 

The prognosis, then, depends on getting these 
children early, before emphysema and chronic 
bronchitis have complicated a simple asthma. 
Take these children in hand and test and treat 
them as outlined and the large majority of them 
will respond most favorably. 

Just what is the prognosis in figures? Racke- 
mann of Boston has followed his cases longer 
than we have and reports 213 cases of asthma 
of all types and all ages completely relieved for 
more than two years. This was from a total of 
1,074 cases, or about 20% of “cures,” using the 
term “cure” to mean freedom from symptoms 
for two years or more. He also noted that the 
younger the patient the better the prognosis and 
found that 65% of his cases under twelve were 
either completely relieved or greatly improved. 

Other men like Walker, Piness, Vander Veer 
and Duke have also reported many cases entirely 
relieved, although all hesitate to use the word 
“cure.” 

In our series of cases, both at the clinic and 
in private practice, about 85% of patients with 
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true bronchial asthma have been more or less im- 
proved. This includes all ages. About one-third 
of these have had no symptoms at all for a period 
ranging between six months and eight years. 
Pollen asthma cases have given the best results, 
for asthma has been practically eliminated in 
those cases given pre-seasonal pollen injections. 

We, too, have found that our results in chil- 
dren have been much better than those in adults. 

SUMMARY 

In conclusion, then, the following points stand 
out: 

1. The allergic conception of bronchial 
asthma is the only sound one and helps us obtain 
the best results. 

2. All of the allergic diseases are based on 
the three factors of an inherited state, exciting 
causes, and contributing influences. 

3. Thorough history-taking, examinations 
and skin tests are absolutely essential in each 
case. 

4, The occurrence of asthma can be greatly 
lessened by advising against intermarriage be- 
tween allergics; by shielding children of aller- 
gics from the common exciting causes; and by 
examining and skin testing these children at the 
very onset of any of the hypersensitive diseases. 

5. The prognosis of asthma is excellent in 
most children and is especially so in children 
who are diagnosed early and completely tested. 
Children who are not permitted to develop em- 
physema and chronic bronchitis through re- 
peated attacks of asthma can be either com- 
pletely or partially relieved of their symptoms 
in the large majority of cases. 

185 N. Wabash Ave. 





GENERAL PARESIS: THE MALARIAL 
TREATMENT 


EuGENE F, Traut, M. D., 
CHICAGO 


This man is an automobile merchant, forty- 
six years of age. His father has senile dementia. 
He is said to have had “brain fever” at the age 
of twelve months. At twenty-two years he con- 
tracted syphilis from his wife; he divorced her. 
His chancre was cauterized. No specific treat- 
ment was recommended or given. The penile 
sore became an almost forgotten incident. He 
remarried at thirty years. Neither wife was ever 
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pregnant. Born of poor parents, a member of 
a large family, he received only a very element- 
ary education. By native intelligence, associa- 
tion with educated friends, wide reading and 
great industry, he overcame his handicaps and 
became polished, successful in business and club 
circles. He accumulated a moderate fortune. 
‘I'wo years ago he floated a large business which 
necessitated very hard work. ‘The business, 
soundly organized, is still successful. 

Eighteen months ago a life insurance com- 
pany rejected him because of too low blood pres- 


sure. It was suggested that he was working too 
hard. He tired very easily, became nervous and 
unstable. An attack of acute tonsillitis further 


reduced his strength. His appetitie disappeared. 
He lost twenty pounds in weight in twelve weeks. 
His complexion became sallow. He stopped 
reading the newspapers because they were “filled 
with lies’ about him. He had several “sinking 
spells,” during which his head would fall and he 
could not be roused for several minutes. These 
seizures were called “heart attacks” by various 
medical attendants. Each attack left him 
weaker. Headaches occurred occasionally. 

Dr. Robert Hoffman made a diagnosis of gen- 
eral paresis six months ago. He found pupillary 
and tendon reflex changes. The Wassermann test 
of the blood and spinal fluid gave a four plus 
reaction. There were sixty-two cells in a cubic 
millimeter of the spinal fluid. The globulin test 
was positive. The serological findings were: 


BLOOD 

Wassermann 4+ 

SPINAL FLUID 

Wassermann 4+ 

Cells —62 

Globulin 2+ 

Glucose —787 mg. 

Chlorides 743 mg. 

Dr. Hoffman gave the patient several injec- 
tions of typhoid vaccine and an intensive course 
of tryparsamide. There was a slight improve- 
ment. He was then sent to a sanitarium. Little 
was done for him there except to feed and con- 
fine him. After repeated pleas by his wife a tube 
of blood from a malaria patient about one hun- 
dred miles away was injected into the patient. 
Our patient did not develop malaria. The sani- 
iarium staff said that probably because of his 
tryparsamid the patient was resistant to malaria. 
The chief consultant of the sanitarium was in- 
clined to call the patient’s condition manic-de- 
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pression rather than paresis. At the sanitarium 
he began to refuse food, going for days without 
eating. When urged to eat he would reiterate, 
“T just can’t do that; it just won’t go down.” 
Losing weight and developing more marked de- 
lusions he was brought home last week. 

Today (April 1, 1929) you see this thin sal- 
low man of 128 pounds, who sits rather stiffly 
and impassively. At the suggestion of going to 
the hospital for treatment he rises and walks 
about restlessly. “No, I can’t do that,” he says. 
“That would not be right. I don’t want any of 
that dirty medicine stuck in my veins. It is 
ruining my body. No, no, I can’t do that.” He 
is well oriented. He refuses to do the speech 
tests, but shows no speech disturbance. His 
arithmetic is very good. His pulse is 60 and 
weak. His blood pressure is 104/74. He has 
no eruption on the skin. His tongue is coated. 
His heart, lungs and abdomen show no abnor- 
There is no tremor of the hands, 
tongue or eyelids. His left pupil is Argyll- 
Robertson, is smaller than the right and 
does not react concentrically. Both pupils are 
regular. There is no external ocular palsy. The 
other cranial nerves show no changes. The fundi 
The arm reflexes are present and 
symmetrical but weak. The abdominal reflexes 
are absent on the right. The cremasteric 
reflex cannot be obtained on the right side. 
The ankle and knee reflexes are present 
but are weak. Babinski sign is positive on both 
sides. Oppenheim’s sign is positive on both sides, 
especially marked on the right. Gordon’s sign 
is positive on the right and negative on the left. 
The spinal fluid reacts negatively to two antigens 
in the Wassermann test, has one cell and a 
faintly positive Nonne. ‘The blood gives a nega- 
tive Wassermann test but a 3-+- Kahn. 

One month later (June 1, 1929): The last 
time that you saw this patient Dr. Schelm of the 
U.S. Veterans Hospital, No. 105, gave him nine 
units of blood from a patient with general paresis 
and active tertian malaria. The patient’s delu- 
sion made him refuse food. To increase his 
appetite and possibly overcome his delusion 
against food, we gave him five units of insulin 
before each meal. He ate no more than before. 
The insulin was increased to ten units about one 
hour before meals. He still refused to eat. 
Fearing the onset of the malaria in a starving 
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patient, we gave him 800 c.c. of milk and 800 c.c. 
of cream, four eggs and 50 grams of butter daily 
hy stomach tube. He also retained on the aver- 
age 1000 c.c. of five per cent. glucose given in 
retention enemas daily. Insulin was discon- 
tinued. 

Four days after the malarial inoculation his 
temperature rose to 100. The next day he had 
a chill and his fever rose to 102.6. He then had 
a chill and a fever of over 104.3 every forty- 
eight hours until he had had 103 hours over 100° 
I’, and 70 hours over 102° F. Then 10 grams 
of quinine sulphate in four days stopped the 
malaria, and it has not recurred. During the 
malaria he was fed twice daily through the 
stomach tube. Before the malaria his blood count 
was: hemoglobin 85 per cent., erythrocytes 5,400,- 
000, and leucocytes 9200. At the termination 
of the malaria his hemoglobin was 65 per cent., 
his erythrocytes 4,000,000 and his leucocytes 
3800. He became weaker during the malaria. 
The spleen was never palpable. The heart and 
lungs did not develop any pathologic findings. 
Ile was never delirious but became more violent. 
He would curse loudly and throw things. 

Today is his fourth fever-free day. He ate 
supper last night without urging. He drank 
water this morning. He is calm but more alert 
and interested in his surroundings. Tube feed- 
ing has been discontinued. He receives fifteen 
units of insulin one hour before meals. He is 
better mentally than at any time since his first 
symptoms. His objection to the administration 
of tryparsamid or other arsenical has led us to 
abstain from all medication except insulin. 

One month after termination of malarial treat- 
ment (July 1, 1929): Today you see our pa- 
tient much improved. He weighs 157 pounds. 
Ife appears well and feels well. He goes about 
outside the hospital. A car of modest price is 
a recent purchase of his. He reads the papers. 
lle plans on going to the bank to establish a 
trust fund for his family. The serology of his 
hlood and spinal fluid is entirely negative. The 
pathological reflexes are unchanged. Going to 
sleep is often difficult for him. His blood pres- 
sure is 82/60. He is living a normal life at 
home. A remission of his paresis has been in- 
duced. 

Hippocrates and Galenus noted that an epi- 
demic of fever in any asylum was followed by 
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improvement in the mental status of the pa- 
tients. The fever producing disease might be 
typhoid, measles, pneumonia or boils. The 
literature in the latter half of the last century 
contained many observations of psychoses bene- 
fited as a result of some fever. Wagner-Jauregg 
reviewed the literature in 1887. He mentioned 
the desirability of doing what nature accom- 
plished through an acute infectious process. He 
experimented with relapsing fever, erysipelas 
and malaria. The latter recommended itself 
for its reliability as a fever-maker, its easy 
transmissability and its easy control by quinine. 
He also produced so-called aseptic fevers with 
tuberculin and typhoid vaccine. Typhoid vac- 
cine is still employed for this purpose. 

Malaria is the most effective agent. Only the 
tertian strain of plasmodia is used. The tropical 
malaria is unreliable as a fever producer. It 
runs a protracted, often malignant course with 
frequent complications, indefinite fever-free 
periods followed by relapses and often does not 
respond well to quinine. Several strains of the 
tertian plasmodium have been kept continuously 
cultivated by transfer from patient to patient. 
The originally wild strains have been altered 
by this adaptation to therapeutic use. They are 
no longer transmissable by the mosquito; in 
other words, they do not undergo the sexual 
eycle. They do not cause splenomegaly. Or- 
dinarily a patient is allowed to have ten to 
twelve paroxysms. Marked exhaustion or other 
complication may necessitate terminating the 
infections sooner. 

Authorities are about evenly divided on the 
question of giving arsenicals after the malaria. 
Gerstmann, assistant at the Wagner-Jauregg 
Clinic, reports that two groups of patients, one 
treated with malaria and the other treated by 
malaria followed by arsenicals, did equally well 
from the standpoints of percentage and mainte- 
nance of remission. According to others, 
arsphenamin or tryparsamid have a heightened 
efficiency following the malaria. 

In the reports from the neurological clinics 
of Central Europe about sixty-six per cent. of 
the paretics treated by malaria enjoyed remis- 
sions, thirty-six per cent. of the treated cases 
returned to their work. 

The patients seen in private practice are far 
more favorable subjects for malaria treatment 








than are the paresis patients in institutions for 
the insane. The private cases are usually seen 
before there is great deterioration. Young pa- 
tients are the most likely to be benefited by the 
malaria. The patients with a simple dementia, 
those with only periodic outbursts and the tabo- 
paretics are most likely to secure remissions. 
Patients with so-called galloping paresis, those 
highly agitated, and those with long-standing 
symptoms offer the poorest prognosis. 

The presence of aortitis is not a contraindi- 
cation if the heart is compensated. Insulin and 
forced feeding may enable even an emaciated 
patient to take the malaria treatment. 

Our best measure of a patient’s progress is 
his approach to a normal mental status. The 
patients whose serology fails to improve and 
whose physical signs remain unchanged often 
enjoy the most marked remissions, 

122 S. Michigan Ave. 





INFANT MORTALITY IN SOUTHERN 
ILLINOIS 


James J. Donanug, M. D. 
EAST ST. LOUIS, ILL, 


The subject of infant mortality has been a 
very live matter of discussion and the object of 
extensive investigation for many years. During 
this time, public health departments of cities 
and states have vied with each other in present- 
ing progressively lower and lower death rates. 
They have used this mortality rate as an index 
of health conditions in their respective districts ; 
and as it would seem, rightly so, for this rate 
is effected by every factor which would seem 
to have a bearing upon the general health of 
the community. Chief among these factors are: 

1. The educational status of the people. 

2. The financial status of the people. 

3. The control of public health matters, hav- 
ing to do with clean food, proper sewage dis- 
posal, and control of communicable diseases. 

4. And last but not least, the type of medical 
service prevailing in the community. 

In short, most of the factors which determine 
standing as a prosperous civilized community 
seem to bear directly upon this mortality rate. 
Low rates are therefore cause for pardonable 
pride, while high rates reflect: upon each of the 
factors bearing upon this rate. 
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During the period from 1915 to date, there 
has been a steady decline in infant mortality in 
the entire country. During this period, various 
surveys of causes of infant deaths have been 
made. These surveys have been conducted by 
private agencies, philanthropic foundations, and 
by the Department of Labor of the Federal gov- 
ernment. The factors which seem to bear on 
the mortality rate have been studied. Much 
good has been done in clarifying the problem, 
in spite of the fact that it involves many inter- 
locking factors such as nationality of the parents, 
housing congestion, employment of the mother 
and many others. That such matters of study 
should be the function of the Federal govern- 
ment seems to be unquestioned. On the other 
hand, the institution of measures to carry out 
plans of correction by agencies of the government 
such as is provided by the Sheppard-Towner 
Maternity Act and the recently pigeonholed 
Newton bill, is viewed with alarm by the organ- 
ized medical profession. That the State of IIli- 
nois has been able in the past to present a record, 
at least as good as the average, without the aid 
referred to, may be a cause for some pride by 
the medical profession and the State Depart- 
ment of Health in whose hands the responsi- 
bility for this matter has, up to the present at 
least, rested. It would seem, therefore, of the 
utmost importance to every member of the 
medical iprofession to realize this personal re- 
sponsibility, and to help show that local and 
state organizations are able to produce results 
in the steady decline in the infant mortality rates 
without outside aid. Organized medicine in 
Illinois has vigorously opposed centralization in 
maternal and infant welfare work and is re- 
sponsible for the almost unique position among 
ihe States of non-acceptance of Federal aid. 
This stand will no longer be tenable if our re- 
sults fall behind those of other equally progres- 
sive states. 

The Illinois Department of Health, in its 
analysis of death certificates has found that cer- 
tain districts in Southern Illinois show mortality 
‘ates much higher than the state average. It 
has found also, that, in the case of certain small 
communities, birth reports are made in average 
numbers but that death certificates for infants 
under one year of age are proportionately very 
low. This wouid seem to indicate a high type 
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of medical service offered, in contrast to other 
similar communities which seem to be less for- 
tunate in this respect. In all fairness, it must 
he pointed out that, in the past few years, the 
economic status of many of our Southern Illi- 
nois communities has been greatly lowered, due 
to agricultural and mining depression. That 
this has a marked effect upon morbidity and 
mortality rates must be conceded. Such factors, 
however, must be counterbalanced by increased 
efort along lines of improvement by our prac- 
ticing physicians and local health officers in order 
to maintain and improve our standing. 

As to the cause of these deaths in Southern 
Illinois, they differ but little from those else- 
where ; certain groups of causes are a little higher 
in one county, while others are more important 
in another having somewhat different conditions. 
To present isolated problems would not be pos- 
sible or advisable at this time being proper mat- 
ter for solution by county medical societies and 
local health agencies, 

The causes of death in all counties are found 
to fall into four chief groups and will be very 
briefly discussed in this order, 

1. Deaths within the first few weeks of life. 

2. Deaths due to respiratory infections. 

3. Deaths due to miscellaneous causes, in- 
cluding syphilis. 

4. Deaths due to nutritional and intestinal 
disorders. 

In the first group, that of deaths during the 
first few weeks of life, are included the very 
great number of deaths due to prematurity, con- 
genital debility, malformations incompatible 
with life and those due to birth injury. This 
somewhat heterogenous group is responsible for 
a tremendous loss of life, the ratio being from 
50 to 65 per cent. of all the deaths under one 
year. In this state they account for about 5,000 
deaths a year exclusive of stillbirths which, if 
included, would increase this group to about 
10,000 per year. Excepting syphilis, which is 
the most important preventable factor, than 
which none gives more gratifying results from 
treatment the prevention of prematurity is a 
complicated problem due to our lack of knowl- 
edge concerning many of the factors. Cer- 
tainly the health and well being of the mother 
are the first matters to improve, which goes back 
to adequate prenatal care. Caring for the pre- 
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mature infant consists chiefly in the following: 
Body temperature must be maintained by sup- 
plying artificial heat. An open type of home- 
made incubator constructed of an open wooden 
box well padded and having around the sides 
a row of glass bottles of hot water will maintain 
the temperature at normal with only a little 
care. Respiratory infections should be guarded 
against by as much isolation as possible and the 
fewest attendants. The infant’s energy must be 
conserved by letting it very much alone. It 
should not be bathed. The clothing should be 
so arranged that changes of diaper can be easily 
and quickly made. The danger of respiratory 
fatigue from the pressure of the usual abdominal 
binder may be removed by substituting a few 
small tabs of adhesive tape to hold the cord 
dressing in place. The infant should be fed 
from a bottle, by medicine dropper or by gavage, 
and not oftener than every four hours. To feed 
oftener usually brings on more vomiting and to 
permit the smaller infants to nurse the breast 
results in weakening the child. Most important 
of all, clean breast milk should be given with- 
out question of where or how it is obtained. 
Roil the milk if it is taken from another mother. 

The congenitally weak infant, although full 
term, should be cared for as a premature. 

We do not know the cause of malformations, 
and can do little for cases of anomaly of the 
nervous or circulatory systems. Defects in the 
gastro-intestinal tract including pyloric stenosis 
should be carefully studied and if the infant 
seems unlikely to improve with medical treat- 
ment, should be given the benefit of operative 
measures before athrepsia has occurred. 

Injury at birth resulting in death is jrac- 
tically entirely cerebral. Very extensive studies 
have been made of this subject and it is now 
well known that tears in the tentorium with 
hemorrhage and other isolated hemorrhages are 
found in the examination in the brains of most 
cases previously considered as deaths from 
asphyxia. Babies presenting signs of difficulty 
in breathing should be handled with a view to 
the fact that in most of them, more or less dam- 
age has been done to the brain and meninges. 
There seems no indication for the use of violent 
measures for resuscitation, and whatever manipu- 
lations are carried out on any baby should be 
done with the most careful gentleness possible. 
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Consistent with this policy, one should free the 
upper air passages of obstructing material; a 
rubber catheter may be used to gently aspirate 
fluid from the trachea; contrast baths and mas- 
sage may be used to provide adequate skin 
stimulation and if these measures fail, the gentle 
insufflation of the operator’s breath with forced 
expiration by compression of the thorax is in- 
dicated. Where tension of the anterior fon- 
tanelle indicated increased intracranial pres- 
sure, repeated lumbar punctures with slow re- 
moval of fluid is advised. Whole blood from 
any available non-luetic source of any blood 
group, should be injected into the muscles of 
the back and thighs as an aid to decreasing the 
clotting time. A gas mixture of 5 per cent. 
carbon dioxide and 95 per cent. oxygen has 
been found to be a powerful stimulant to feeble 
respirations. 

That there is a marked difference in the re- 
sults obtained by physicians, in their individual 
cases, is shown in a survey made in Buffalo, 
New York, from birth records and death cer- 
tificates during the years 1922 to 1926 inclu- 
sive, a 5 year period covering 9,520 deliveries 
by 33 physicians. Of the total, 408 had died 
under two weeks of age, and average of 4.3 per 
cent. The physician having the greatest loss 
delivered 227 infants and lost 24 before the end 
of the second week, an average of over 10 per 
cent. while the physician showing the best 
record, delivered 376 and lost only 6 during the 
same period, exactly 1.6 per cent. The other 
physicians had graduated percentages in all 
grades between these extremes. The individual 
handling of these cases must have been the most 
important factor to account for the discrepancy 
in results. 

Deaths due to respiratory infections are in 
many cases the end results of conditions of mal- 
nutrition and lack of vitamines. The incidence 
of respiratory infections seems to be on the in- 
crease, with the factors of increasing congestion 
of living in cities, and super-heated super-dried 
atmosphere as prominent contributory causes in- 
creasingly prevalent everywhere. The replace- 
ment of the old heating stove with its steaming 
kettle, by the central heating plant without ade- 
quate provisions for humidification, is respon- 
sible, in the opinion of many, for much of this 
increase in disease of the air passages. We shall 


October, 1930 


have to look to the environment to decrease the 
morbidity from respiratory infections, and to the 
nutrition with abundant vitamine to increase 
the resistance of the respiratory mucosa to fatal 
invasion of infection through the nose, throat 
and bronchi. The use of viosterol cod liver oil 
for all infants, including breast feeders is cer- 
tainly to be recommended. 

The burden of education of mothers in these 
and other matters, has rested and should con- 
tinue to rest with the family physician. It woul: 
seem that an ever increasing number of parenis 
are becoming interested and are seeking advice 
and guidance in this field of preventive medicine. 
We must encourage this inclination by urging 
frequent follow-up visits and by stressing what 
few measures of general prophylaxis we have. 
During these return visits, in the last half of 
the first year, prophylactic anti-diphtheria in- 
oculations and vaccination can be performed, 
which will certainly be reflected in the more 
favorable mortality figures for the ensuing pre- 
school years. 

Concerning deaths from the group of miscel- 
laneous causes, nothing can be specifically dis- 
cussed here. ‘The contagious diseases take a toll 
of infant lives in inverse proportion to the 
adequacy of their isolation. The high mortality 
rates of whooping cough and measles during the 
first year is recognized and is being emphasized 
more and more by public health officers. The en- 
forcement of quarantine regulations is a matter 
of local handling in which the attending physi- 
cian plays the most effective role. Active 
antiluetic treatment of the mother, if begun 
early in pregnancy, is most effective in reducing 
the incidence of congenital syphilis, which is 
responsible for as many as 26% of fetal deaths, 
in certain localities. Baby shows should be dis- 
couraged and their dangers pointed out to the 
well meaning public. 

The prevention of diarrhea and enteritis is 
chiefly a matter of clean milk. This is shown 
by the decrease in the incidence of these diseases 
from a rate of 23 in 1915 to less than half this 
number in 1925. The average for the state of 
Illinois is about 13 per cent. that for St. Clair 
County last year was 15 per cent. and for 
Franklyn County a little higher. All large citics 
including Chicago have much more favorable 


records. Indeed the city of Seattle, Washington, 
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has the remarkably low record of less than 1 per 
cent. of infant deaths being due to diarrhea and 
enteritis. This group of deaths is certainly the 
inost promising field for definite improvement in 
our mortality rate. 

The most important single factor in reducing 
infant mortality is the nursing of the infant by 
its mother. This is so self evident that it would 
seem unnecessary to mention. The combined ex- 
perience of hundreds of surveys shows that the 
mortality rate of artificially fed infants among 
ill classes is four times that of those breast fed. 
‘he mortality for the group which is partially 
breast fed is only slightly higher than for those 
on the breast exclusively, which fact leads me 
io urge that every effort be made to sell the 
ilea of breast milk to mothers. Weaning should 
he permitted only when there is no breast milk 
to be had or where some serious physical con- 
dition is present which would make nursing a 
dangerous burden. Active tuberculosis and preg- 
naney are justifiable causes for taking the infant 
from the breast, but certainly the recurrence of 
menstruation or other excuses should not be con- 
sidered cause for increasing the risk to life by 
the giving of artificial nourishment. When one 
considers that the optimal period of nursing is 
only 9 months and that the breast fed infant of 
6 months has been given nearly as much pro- 
tection, it should be possible to encourage an 
increasing number of mothers to make every 
effort to complete the physiological cycle of 
childbearing. In most cases this will benefit 
their health even in cases where it has not been 
ideal, 

The nursing of both breasts at the same feed- 
ing, in many cases, will cause a little more pro- 
duction by the stimulation thus given. This may 
he of the utmost benefit where the infant, al- 
though he may be gaining, seems to need more 
to be satisfied. If this measure is not success- 
ful, a supplementary feeding of a suitably pre- 
pared formula must be given, not as a substi- 
tute for one or more feedings, but should be 
offered after each feeding. The danger of over- 
feeding is negligible as compared with the 
danger of starvation so often encountered. It 
can be practically disregarded in view of the 
fact that the great majority of troublesome in- 
fants in the early weeks are hungry. The reason 
why so much so-called “colic” occurs in the eve- 
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ning usually is because mothers are fatigued at 
that time and the milk supply drops off in the 
afternoon and evening. The deficit can be made 
up by the supplementary feedings. The burden 
of proof lies with him who says that the mother’s 
milk “deos not agree with the baby.” Attempt- 
ing to improve on nature by withholding breast 
milk, even though it be insufficient in quantity 
or quality, and substituting food meant for a 
calf is only courting trouble if not immediately, 
certainly in the end, as the mortality figures 
prove with a wide margin. If a well baby can’t 
digest its own mother’s milk, no other food need 
be offered. An infant with a respiratory in- 
fection may show violent gastrointestinal symp- 
toms with little else to indicate his intoxication. 
Any infant showing such disturbances when re- 
ceiving proper food deserves a careful examin- 
ation for even mild changes in the ears, nose and 
throat. Changing to another mixture of food 
only adds insult to injury. 

Time does not permit a discussion of infant 
feeding. I will however briefly enumerate the 
fundamental requirements of a proper artificial 
food: 

1. It must be clean, that is, free from harm- 
ful bacteria. 

2. It must contain sufficient calories in the 
quantity which can be accommodated in the in- 
fant stomach, that is, not too dilute. 

3. It must contain sufficient of protein, 
mineral salts, carbohydrate, water and vitamines. 

4, It must be digestible. 

These requirements are fundamental and may 
be fulfilled by the use of various materials of 
varying composition to fit any specific case with- 
out the use of a slide rule. It has been found 
that the majority of infants will thrive when 
given suitable food in constant proportions 
whether they be a week old or six months old. 
Various mixtures seem to fulfill this require- 
ment but I shall describe one which, for wide 
applicability, simplicity of preparation, clean- 
liness, digestibility and cheapness of cost, is in 
tlie opinion of many, quite unequaled. Refer- 
ence is made to Marriott’s formula as published 
in the Journal A. M. A., last year. To prepare 
this formula, take 6 tablespoonfuls of Brown 
Karo Syrup, add one teaspoonful of U. S. P. 
Lactic Acid and add boiled water to make 1 pint. 
This syrup-acid solution keeps perfectly even 
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without refrigeration. Individual feedings may 
be made by adding one part of the prepared 
solution to an equal part by volume of any stand- 
ard brand of evaporated milk such as Pet or 
Carnation. The food value of this mixture is 
30 calories per ounce. Vitamine “C” is supplied 
by giving 1 or 2 tablespoonfuls of orange or 
tomato juice. Vitamines A, & D. are supplied 
by giving 1%4 to 1 teaspoonful of viosterol-cod 
liver oil 5-D once a day. Not only does this 
formula seem to be perfectly well suited to nor- 
mal infants, but it is particularly well adapted 
to cases of undernutrition or athrepsia, in which 
case, as in most normal cases, the infant’s appe- 
tite is the criterion of the amount to be given. 
\ four hour feeding schedule should be used. 

It is most important to keep in mind that, 
when an infant is being given such a formula 
or any other proper formula and abruptly be- 
gins to have symptoms of vomiting or diarrhea 
or both, the real cause may be and in most cases 
is a parenteral infection, probably of respira- 
tory origin. ‘Treatment should be directed to 
the general systemic intoxication of which the 
vomiting and diarrhea are only the outstanding 
aymptoms, and should not include a radical 
change in either the character or composition 
of the formula. Obscure foci of acute infection 
in the ear or accessory nasal sinuses must be 
sought for in these cases. Positive findings are 
being met much oftener in the past few years, 
since their importance has been demonstrated. 

The follow-up visits during the latter half of 
the first year should be the occasion for advice 
in regard to the diet which should include first, 
cereal gruels, then vegetable pureed 
vegetables, meat broth, egg yolk and stewed 
The early training in balanced diets 


soups, 


fruits. 
with regularity and variety plays an important 
part in the prevention of bad habits of eating 
in the later years as well as providing the essen- 
tial minerals and vitamines in which breast milk 
is deficient. Weaning should, of course, be ac- 
complished during this period, the optimum 
time being at nine months. Any type of clean 
unsweetened milk may be used but boiling is 
necessary. 

To summarize.—Prevention of infant deaths 
begins with proper periodic prenatal care. It 
requires a consideration of the fact that the brain 
and cerebral vascular system is the site of trauma 
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in a large per cent. of early deaths, particularly 
so with prematures. The premature infant 
should receive care, much different than a normal 
newly-born. The properly nourished infant is 
less susceptible to serious respiratory diseases. 
When air is heated it should also be moistened. 
Whooping cough and measles have a high mor- 
tality rate among infants. The time to treat 
congenital syphilis is before birth. By sincere 
efforts, more mothers can be persuaded to nurse 
their children with the aid of supplementary food 
at each feeding where required. Nothing agrees 
with a baby so well as its own mother’s milk. 

Deaths from enteritis can be reduced to the 
vanishing point by clean food, but respiratory 
infections are often the cause of vomiting and 
diarrhea. 

Infants a year old should be taking completely 
balanced diets including boiled cow’s milk and 
should have already been vaccinated and im- 
munized against diphtheria. 

Maternal and infant mortality is one of the 
most important medical and economic problems 
in America and is receiving greater attention 
each year. The organized medical profession of 
Illinois should cooperate with the Department 
of Health to the fullest extent in this work. 

In general, one must subscribe to the recom- 
mendation of Dr. W. A. Mulherin, Chairman of 
the Section of Diseases of Children, made at the 
last session of the American Medical Association, 
to the effect that state pediatric societies should 
be made to appeal to general practitioners, to the 
end that “many more, healthier and stronger 
babies and children will be reared and infant and 
child morbidity and mortality will be reduced.” 
Ist Natl. Bank Bldg. 





IDEAS OF A DOCTOR’S WIFE ON CASH, 
CREDIT AND CHARITY IN THE 
MEDICAL PROFESSION 


ForENCE AIrRD 
CARTERVILLE, ILL. 


There are, doubtless, many doctors’ wives 
who have nothing whatever to do with the col- 
lection of the money that their husbands have 
earned; who take it when it is given to them, 
or when the medico-husband’s trousers have been 
hung for the night in a convenient place, and 
cive no thought to the fact that those same dol- 
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lars were earned not only once, but in most 
cases several times before they came to roost 
where they belonged. Earned by working for 
them, and then earned by working to get them. 

But these wives are in the minority, and the 
wives of small town doctors and country doctors 
are seldom so blessed. Most of them can tell 
you how old Mrs. Jones’ account stands, and 
whether the Smith’s last baby has been paid for 
yet, and just how many statements it took to 
bring John Henry Robinson to book, as promptly 
and efficiently as they can tell you how to set 
the table for the doctor’s birthday dinner party 
—which he is almost certain to get knocked out 
of attending, at the last minute. 

The doctor’s wife, I repeat, in all human 
probability keeps those accounts added up, and 
those statements sent out, herself. The “men 
must work and the women must weep” day is 
past; and the “men must work while the women 
do the worrying” day followed it. In this en- 
lightened age the doctor’s wife says, “Well, if 
he can’t get that money, I can. This family 
needs some clothes.” And straightway she sends 
a tactful little reminder to Mrs. Jones, and a 
gentle hint to Mr. Robinson, not neglecting to 
remind the Smiths that babies, as well as radios, 
can be paid for on the instalment plan. And 
sometimes she brings in the bacon, and some- 
times, alack! she brings in an irate patient, 
highly resentful of a “dun” sent for work done 
six months before. 

The public needs education on the subject of 
paying its doctors, and the doctors need pub- 
licity agents to get a few facts over to the public. 

Unless one has been many times behind the 
scenes during conversations between a physician 
and his patients on the subject of finances, it 
is impossible to realize the point of view of the 
«verage layman in regard to the payment of a 
hill owed to a physician. They simply do not 
“vet” the idea that a doctor’s skill is his stock 
in trade, for which he should receive an 
equivalent in cash, or not too long extended 
credit. 

My own opinion of the basic cause of this 
attitude is that the relations of family physician 
and patient are more those of friendship than 
of business. 

The specialist, who is a stranger, or the doctor 
called in from another town or city, actually 
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fares better in the way of prompt payment than 
does the physician who has been carrying the 
patient on his books for, possibly, a couple of 
years, and who will be called out in the dead of 
night after the specialist has gone home with 
his fee in his pocket, to tell the family that the 
patient is all right if they just won’t smother 
him to death, and who will go home with 
nothing in his pockets but what he started out 
with. 

It has always been a mystery to me, under 
such circumstances, how the home doctor could 
restrain himself from enticing the specialist out 
behind the grape arbor, taking him up by the 
heels, and shaking the money that he himself 
had a prior and more legitimate claim to, “out’n 
him!” 

It is not desirable, of course, that relations 
between physician and patient should be any- 
thing but friendly; but it is eminently desirable 
that the patient should be brought to the real- 
ization that a doctor ought no more to be ex- 
pected to give away his time and his services 
than the butcher or the plumber or the Electric 
Light Company, ought. : 

How many butchers would doff their aprons, 
and close their shops, and go away for a day 
or two with a customer, just because said cus- 
tomer had decided to buy himself a little Jersey 
cow to keep in his back yard, and would feel 
freer from the possibility of being gypped in 
the transaction if the family butcher were along ? 

But lives there a small town or country doctor 
anywhere on the face of the globe who has not 
smothered a sigh as he closed his office 
thereby stopped his income for a day or two-- 
while he accompanied a patient to the City sur- 
geon who was to relieve him of his appendix 
or some other portion of his anatomy ?—said pa- 
tient being firmly persuaded that the family 
doctor’s presence in the operating room is neces- 
sary to his safety, and the doctor knowing no 
way that would not sound ungracious to get out 


and 





of going; and lacking the back bone to say, “I 
cannot afford to close my office for that length 
of time. It takes too large a slice out of my 
income.” 

If he goes, he loses the money he would have 
made during the time of his absence and also 
the protracted cases of sickness beginning on 
that day, which would mean part of his income 
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for some time to come. If he does not go, he 
loses the friendship of his patient. Take your 
choice gentlemen! It’s all you can do until you 
find some way to educate the public to the real- 
ization that your time and your skill are the 
wares you have for sale, just as the jeweler has 
for sale rings and watches and brooches. No 
matter how friendly your relations with him, 
you don’t expect him to give you those things, 
do you? ; 

There is a prevailing impression that a doctor 
“makes his money easy.” An eight hour a day 
man’s wife was once heard to say to a docto:z’s 
wife, “I wish my husband made his money as 
easily as your husband makes his.” 

Promptly the doctor’s wife took up the 
cudgels. “How would your husband like to hear 
some one at his front door soon after he went 
to bed tonight, demanding that he get up, go 
to the store, and get the caller a bushel ol 
potatoes? And when he got back home and 
ready to go to sleep again, to have the call re- 
peated from another source? And how would 
he like the feeling that whether he got his night’s 
rest or not, there would not be one minute of 
the next day that he could depend on for resting, 
or for any other purpose than attending to more 
just such calls? And how would he like to know 
that he would lose at least a quarter of all the 
money that he had earned during both night 
and day?” 

And the eight hour a day man’s wife could 
only say, “Well, of course . Why I never 
thought about the doctor not getting pay for 
what he did!” See? A bee in her bonnet. One 
person educated. 

And while we’re in the educating business, 
there is one point that should not be neglected. 
Any doctor who has brought a baby into the 
world with no hope of remuneration for his 
services, and then has been asked to head a sub- 
scription to buy the baby’s milk, will know what 
that point is. 

The charity that covers a multitude of sins 
has got nothing on the charity that covers a 
doctor’s ledgers. There is no day that a physi- 
cian does not give the skill that is his source 
of income, to the lame, to the halt, and to the 
blind, to those in trouble, and to those in pain, 
who could not have relief if the doctor demanded 
payment for value received. 
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There is the story of the French doctor who 
kept an account on his ledger with “le bon 
Dieu,” and entered thereon his charity cases. 
Well, there are all sorts of ways of looking at 
a thing. We have no evidence, of course, that 
he was a cheerful giver, but I think he must 
have been a kindly old soul whom Time had 
taught’ to make the best of a bad matter. 
Whether he got credit with “le bon Dieu” for 
charity thus thrust upon him, is of course none 
of our business. 

But no one need tell me that the good doctor 
did not often sigh as he looked at that account, 
and think that he could do with a little charity 
himself, occasionally. It was Elbert Hubbard 
who said, “God help the rich; the poor can beg.” 

According to carefully worked out statistics 
the average physician stands to lose at least one 
fourth of the money that he earns. Not all of 
it, of course, can be charged up to the demands 
of charity, for the physicians’ non-paying pa- 
tients include those who can pay and won’t pay 
as well as those who can’t pay and therefore 
don’t pay; and at that it is difficult for him to 
draw the line between the two just where it 
belongs. But this article deals with bona fide 
charity, and is intended to call attention to the 
fact that enough of even a good thing is enough. 

The physicians themselves don’t need any edu- 
cation on the subject, but how to sell the idea 
to the layman? How to get the public to realize 
that the professional man is a business man who 
expects to live by the proceeds of his business, 
and who wants something besides gratitude with 
which to butter his bread? Who wants to clothe 
his family and pay for its pleasures with the 
money he has earned, and not see that same 
money making life a pleasant and an easy thing 
for the man who owes it to him; and who justly 
considers himself violently abused when he is 
asked to give so much of his time and his skill 
to the cause of charity, and then, as though all 
this were nothing, is requested to head all soris 
of lists with substantial donations to the same 
cause, in money. 

Nothing short of concerted action on a pro- 
gram of education will ever produce the desired 
effect. 


The public can learn. See how quickly it 


absorbed the idea that halitosis is the supreme 
social offense. 


It took continual hammering 
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with pictures and pointed remarks to do it, but 
consider the results. <A little bottle in every 
home. 

What layman has done, medical man can 
do. That is, of course, with his wife’s help. 
Working collectively, among them they ought to 
be able to upset the old fashioned apple cart 
of the present situation in the doctor’s financial 
affairs, and set in its place, on a bright and 
shining standard of justice and reasonableness, 
a brand new, efficiently working 1930 model of 
economics in the Medical Profession. 

308 No. Division St. 





THE PUERPERAL PERIOD: ITS 
MANAGEMENT* 


A. E. Kanver, M. D., F. A. C. S. anp 
A. H. Krawans, M. D. 
CHICAGO, 


In post-natal clinie work, so many striking 
examples of the lack of proper puerperal care 
and early vaginal examination are seen that it 
is apparently necessary to call this to the atten- 
tion of those doing obstetrical work along with 
a general practice. Approximately 75% of the 
women seen at the end of the usual six week 
period post partum have either retroversion of 
the uterus, erosion of the cervix, or some bladder 
difficulty, and many patients have all three. 
These women are all delivered by general practi- 
tioners, internes, or medical students, the event 
taking place in the home or in one of many hos- 
pitals. In private specialized practice only 
about 2% of the patients develop these condi- 
tions. The only obvious answer is that the care 
accorded the private patient during labor and 
i the puerperium, and the early vaginal ex- 
amination after delivery are the factors respon- 
sible for this enormous difference in percentage. 

Of primary importance is the management of 
the patient during labor. Any procedure that 
increases the amount of relaxation of the ab- 
dominal muscles, pelvic fascias, and pelvic floor 
also increases the amount of involution neces- 
sary before these structures can return toward 
their normal state. Thus, any of these pro- 
cedures increase the chance for a resulting re- 
troversion, cystocele, rectocele, and prolapsus. 


*From the department of Obstetrics and Gynecology, Rush 
Medical College and the Presbyterian Hospital. 
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Unnecessarily prolonged and strenuous bearing 
down pushes the uterus into the vagina and pro- 
duces an abnormal stretching of the abdominal 
muscles, the supporting fascias of the uterus, 
and the pelvic floor. Surgical deliveries, many 
times necessary only for the convenience of the 
person doing the delivery, also tend to increase 
the amount of relaxation both abdominal and 
perineal. Version and extraction, difficult high 
forceps operations, and long sustained forceful 
fundal pressure fall into this classification. 
Finally, attempts at expression of an incom- 
pletely separated placenta push the uterus into 
the vagina and cause undue stretching of the 
pelvic soft parts. 

The puerperium is that important period dur- 
ing which the care accorded the patient very 
definitely determines the ultimate condition of 
that patient. The large puerperal uterus tends 
to retrovert because of its increased weight, and 
keeping the patient flat on her back for eight 
or ten days only adds to this tendency. Any 
degree of subinvolution will increase the weight 
of the already heavy uterus thereby causing still 
further deviation of the organ posteriorly. Pre- 
vention of these events is rather easily accom- 
plished. Fluid extract of ergot is given as a 
routine measure for the first three days after 
delivery in order to keep the uterus firmly con- 
tracted and thus keep its weight down to the 
absolute minimum. ‘Together with this the pa- 
tient is encouraged to turn from side to side 
and to lie on her abdomen as soon as the bleed- 
ing in excess is stopped. This acts to throw the 
uterus forward and at the same time to give 
exercise to the abdominal muscles as an aid in 
bringing back their tone. As soon as the lochia 
loses its bright red color (about the fifth day) 
the patient is allowed to sit up on a back rest 
in order to throw the uterus still further for- 
ward and to promote drainage from the vagina. 

Particular attention must be directed to the 
bladder, inasmuch as following the passage of 
the fetus through the birth canal the bladder is 
traumatized to some extent and its tone is re- 
duced. The patient may develop either a com- 
plete retention or a paradoxical incontinence re- 
sulting in an over stretching which may cause 
permanent bladder injury. A full bladder lifts 
the uterus out of the pelvic cavity, preventing 
proper involution and pushing that organ into 
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retroposition. Many instances of the neglected 
puerperal bladder are seen in a gynecological 
practice, and an outstanding case may be cited 
here. A patient, ten days after delivery, was 
brought in by her doctor with the diagnosis of a 
very rapidly growing ovarian cyst. The tumor 
reached well above the umbilicus. The patient 
was catheterized, and after the removal of 3500 
c.c. of urine the tumor had disappeared. 

If the patient does not void within twelve 
hours after delivery she is catheterized. This is 
repeated every twelve hours until she does void, 
and following that she is catheterized once daily 
for residual urine until less than two ounces are 
obtained. The amount of urine passed during 
this period is carefully recorded in order that 
renal insufficiency with suppression can be de- 
tected immediately and treated. If after two 
or three days the residual urine is over three 
ounces, a retention catheter is left in place for 
four or five days. This prevents over distention 
of the bladder and allows for contraction to a 
size approaching the normal. During the time 
that catheterization is found necessary, or when 
the retention catheter is in place, the bladder 
is irrigated once daily with 1-5000 silver nitrate 
solution to prevent the formation of a residue 
which may form the basis for infection. 

In all patients the external genitals are 
cleansed with sterile water after each urination 
and defecation. This does away with excessive 
discharges which may irritate and tends to pre- 
vent ascending infection through the gaping 
vagina. There is an added necessity for this 
procedure in those patients who have an open 
wound that has been sutured, either tear or 
episiotomy. Such wounds are very easily in- 
fected, and discharges must be kept from con- 
tinually running over them. After delivery 
there is an unusual amount of edema of the 
external genitals. If it is found necessary to put 
sutures into the perineum they should be tied 
very loosely in order to allow for this edema. 
Many times, even after this precaution has been 
taken, the edema is so great in amount that there 
is a tendency for the stitches to cut through and 
the patient experiences rather severe pain. This 
excessive swelling with its resulting discomfort 
to the patient is best relieved by hot moist dress- 
ings of sterile glycerine. Such dressings act as 
soothing agents and the glycerine, because of its 
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hygroscopic properties, tends to reduce the 
edema. 

When the uterus involutes to the point where 
it is not palpable above the symphysis pubis 
(about the tenth day), the patient is allowed to 
get out of bed. This further activity leads to 
still better drainage from the uterus and vagina, 
gives more work to and thereby increases the 
tone of the abdominal musculature, and helps 
to keep the uterus up from the cul-de-sac. As 
soon as the patient is out of bed she is tauglit 
the knee-chest position as one of the most im- 
portant steps in the prevention of retroversion. 
When this position is properly taken, the air 
rushing into the vagina forces the uterus into 
normal position. When the vagina is ballooned 
out by the air the purpose of this position is ac- 
complished, and the patient may relax and lie 
on her abdomen for a period of about five min- 
utes. This is repeated once or twice daily for 
six weeks. 

The patient is allowed to leave the hospital 
on the twelfth day following the delivery, but 
before she is discharged a vaginal examination 
is made. This examination gives one all the 
necessary information on the condition of the 
perineum, vagina, and cervix, and the size and 
position of the uterus. If retroversion is found 
at this time the importance of the knee-chest 
position is explained to the patient and she is 
instructed to return for examination in ten days. 
If at the end of this time the uterus is still 
found to be in retroversion a Hodge-Smith type 
pessary is inserted and the patient is instructed 
to return in three weeks. At the end of this 
time the patient is examined to determine if the 
uterus stays in position after the pessary is re- 
moved. In the event that the uterus is still in 
retroversion the pessary is reinserted and left 
in place for three to four weeks and the patient 
is again examined. If at the end of four montlis 
the uterus is still retroverted, orthopedic meas- 
ures will probably be of no avail. 

The cervical erosion can be prevented as 
readily as can retroversion. Avoidance of any 
unnecessary tampering with the cervix is the 
first step toward this prevention. The early 
turning and sitting up of the puerperal woman 
increases the amount of drainage from the 
vagina thereby lessening the chances for the 
formation of a pool of lochia in which the cervix 
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would lie and by which it would be irritated. 
This irritation could be the causative factor in 
the production of an erosion, or in cases where 
erosion is already present the irritation prevents 
its healing and allow the process to go further. 
On leaving the hospital the patient is instructed 
to take a daily douche beginning about twenty- 
five days after delivery. The douche used is 
made up of one drachm of tincture in two quarts 
of warm tap water. This acts as a mechanical 
cleansing agent while the iodine also acts as a 
mild antiseptic, deodorant, and healing agent. 
‘I'he cervix is examined six weeks after delivery 
and if any degree of erosion is found to exist 
the douches are continued for another three 
weeks. If at the end of this time the erosion 
persists, the cervix is cauterized with the actual 
cautery and is thus permanently cured. 

An unusual case of post partum atresia of the 
vagina which came to our attention recently 
could have been easily prevented had a vaginal 
examination been done early in the puerperal 
period. The vagina had evidently been torn by 
forceps and had not been repaired, consequently 
adhesions formed between the anterior and pos- 
terior vaginal walls causing a complete atresia 
with retention of menstrual blood. Had _ this 
patient been examined on the twelfth day post 
partum the very fine adhesions then present could 
have been easily separated by examining fingers 
and the ensuing difficulties could have been 
avoided, 

SUMMARY 

1. Post partum retroversion, bladder diffi- 
culties, and cervical erosion are seen much too 
commonly, inasmuch as they may be easily pre- 
vented, 

2. Early activity on the part of the patient 
is very desirable. ' 

3. Proper care of the bladder saves much 
future difficulty with that organ. 

4. Vaginal examination before the patient 
leaves the hospital is a very valuable informa- 
tion giving procedure. 

5. The early use of a pessary will frequently 
prevent a permanent retroversion. 

6. Iodine douches are a great factor in the 
prevention of cervical erosion. 

10 South Michigan Ave. 
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THE TREATMENT OF VARICOSE VEINS 
BY THE INTRAVENOUS INJECTION 
OF SCLEROSING SOLUTIONS 
AIME PauL Herneck, M. D. 


Surgeon to the Francis Willard, Lakeside, Washington Park, 
St. Paul and Chicago Foot Hospitals 


CHICAGO. 


Few innovations in surgery have met with 
such deserved universal approval and success as 
the injection method of treating varicose veins. 
Within the past few years, the histopathology of 
chemically-induced venous occlusion has re- 
ceived considerable study and the technic of 
intra-venous injections has been simplified, per- 
fected. ‘Therefore, many surgeons have adopted 
this mode of treatment and have reported their 
results. They are almost unanimous in calling 
attention to its great advantages, in suitable 
cases, over other operative or non-operative 
methods. 

Varicose veins of the leg, of the thigh, or of 
both thigh and leg and the eczema and ulcera- 
tions so frequently associated with and usually 
arising from them, are often painful, disfiguring, 
disabling and potentially dangerous. They-are 
a cause of economic disability to those whose 
vocation necessitates the standing posture for 
lengthy periods. Besides, in the case of women, 
the present fashion of wearing short skirts and 
transparent stockings, with the resulting ex- 
posure of the thin silk covered leg, is a matter 
of very great moment and distress when such 
varicosities are present. 

There is no accepted etiology for varicose 
veins. ‘The most probable causes appear to be 
venous dystrophy,’ venous hypoplasia, heavy con- 
tinuous work in the standing position, hereditary 
defect or acquired incompetence of the valves of 
the veins.* Abnormal, constant pressure of any 
kind along the course of the big veins, in the 
abdomen, pelvis or leg frequently determines 
varicose veins. The stagnation or even reversal 
of the circulation present in varicose veins have 
been referred to by many writers.* Sicard and 
Gially proved radiographically, (by means of 
lipiodol in the veins) that the blood-flow in 
varicose veins is reversed. Melkon** x-rayed 
his patients and noted that, in both the sitting 
and standing posture, the solution deposited in 
varicose veins flowed toward the periphery. 

In the vast majority of cases even when ulcers 





288 ILLINOIS MEDICAL JOURNAL 


are present, it is the superficial veins that are 
dilated, tortuous, thickened, sacculated, in a word, 
that are varicosed. The deep veins owing to the 
strong muscular and fascial support which they 
enjoy are rarely, in the absence of a previous 
infectious thrombo-phlebitis, the seat of vari- 
cosities. Many patients with varicose veins have 
contented themselves with palliative measures, 
such as the use of elastic stockings, rather than 
to submit to ligation, resection or excision of the 
dilated vein or veins or to any of the many other 
operative measures devised for dealing with vari- 
cose veins of the leg and thigh. Many patients 
who refuse operation can easily be persuaded to 
consent to the injection treatment, thus saving 
themselves the disability, the discomfort and the 
dangers incident to untreated varicose veins. 
The immediate effects of operative treatment 
of varicosities of either the leg, the thigh, or 
both, are usually good. The remote effects, how- 
ever, often are far from satisfactory. Like 
myself, others have found that owing to the 
abundance of the collateral cutaneous and sub- 
cutaneous venous circulation and also owing to 
the persistence of the etiological factors, the con- 


dition frequently recurs, and often with as great 
intensity as prior to the operation. Recurrences, 
are due to the dilatation of some tributaries of 
the saphenae, magnae or parvae or both, which 
previous to the operation were apparently nor- 


mal. Canalization of occluded or ligated veins 
is a very unusual occurrence. 

McPheeters,*® who collected data on 6771 oper- 
aved cases, found 19.2 per cent. of recurrences 
after 5 years, a figure which I think is much be- 
low the general average, especially when the deep 
veins are involved. In this series of collected 
cases, there were 35 post-operative deaths from 
pulmonary embolism, 37 cases of non-fatal pul- 
monary embolism, and 28 deaths from other 
The results of operative treatment of 
varicose veins are, at times, therefore, disappoint- 
ing both to the surgeon and to the patient, 
especially to the latter who is subjected to the 
disability and expense entailed by hospitalization. 
There has been a diligent search for a less un- 
satisfactory method of dealing with this condi- 
tion, and it is my belief that injection method 
of obliterating varicosed veins is the best solu- 
No treatment has been de- 


causes. 


tion, as yet found. 
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vised which absolutely protects the patient from 
recurrence; all methods have failures. 

The Injection Treatment of Varicose Veins. 
Although a satisfactory method of obliterating 
varicose veins by the intravenous injection of 
sclerosing substances is of comparatively recent 
date, yet attempts to do so date back to 1851, 
when Pravaz tried to obliterate an aneurism by 
injecting a solution into it. Chassaignac, in 
1853, suggested the injection of perchloride of 
iron into varicose veins. Desgranges,* in 1854, 
used an iodotannic solution for the purpose. 
Various other methods were used with but little 
success until in 1904 Tavel*, of Berne, recom- 
mended the injection of 5 per cent. phenol. In 
1908, Schiassi* reported the results of his com- 
bination treatment of surgery with the injection 
of Lugol’s solution, to the Italian Surgical Con- 
gress. He claimed to have obtained very satis- 
factory results. 

In 1911, Linser,® of the Tubingen Clinic, Ger- 
many, reported that the continued intra-venous 
use of mercuric chloride in the treatment of 
syphilis, obliterated the injected veins and that 
he had used this knowledge in the treatment of 
varicose veins. Later on, in 1925, Linser’ 
changed from mercuric chloride (on account of 
its great toxicity) to sodium chloride solution. 
The toxicity of the mercurial salts unfits them 
for general use as obliterating agents of varicose 
veins. 

In 1920, Sicard,? of Paris, introduced the use 
of sodium carbonate; this solution proved too 
caustic. The following year, he with Paraf* re- 
ported much better results with sodium salicy- 
late. The clinical reports of Sicard, Paraf and 
Lermoyez,* in 1922, fully established the modern 
method of treating varicose veins by injections 
oi sodium salicylate as rapidly sclerosing and 
practically painless. 

Besides the sclerosing solutions mentioned 
many others have been used. Sicard and 
Gaugier' mention quinine hydrochloride and 
urethane as used by Genevrier. Grangier advises 
that the mercurial salts or quinine preparations 
be used only in cases that resist the action of 
sodium salicylate. Sugar in the form of calarose 
or invertose has been used by Ludwig and Nobl.° 
Alcohol, dextrose and glucose have also been 
employed. There is not, as yet, any one solution 
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alone which can be considered entirely adequate 


| for every purpose. 


The Mode of Action of the Sclerosing Solu- 
tions. The earlier advocates of the injection 
method sought a rapid coagulation of the blood 


| —a coagulation thrombosis. Later, however, the 
' view was reached that the desired mode of action 
| was the production of a localized, limited and 
| chemical 


thrombo-phlebitis. This thrombo- 
phlebitis, chemical in nature, results from in- 
flammation and injury of the intima leading to 


_ agglutination of the vessel walls and obliter- 


ation of the vessel lumen. Such an effect is 
produced either by a sodium chloride, sodium 


| salicylate or sugar solution of a proper per- 


centage. Following the injection of these scler- 
osing substances into varicose veins, microscopic 
exaination of removed vein-segments shows a 
swelling, an inflammation and a destruction of 
the intima, all due to the chemical irritation. 
The formation of a chemically produced local 
thrombus adherent to the vessel wall results from 
the deposit of fibrin and broken down blood 


cells. The thrombus becomes hyalinized and 


organized within a few weeks and ultimately a 


fibrous cord is all there is left of the vein. The 
whole process depends upon the original effec- 


| tiveness of the sclerosing solution in producing 


a suilicient irritation and inflammation of the 
intima. There is no coagulation of the blood 
in the vein. The mechanism as outlined by 
Régard® is first an edema and destruction of the 
wall endothelium with detachment of 
endothelial cells and a fibricuous deposit on the 
inner surface followed by the formation of a 
fibrinous blood clot which in time fills the lumen 
of the vessel and obliterates it; the injected vessel 
is destroyed by organization of the chemically 
produced thrombus and ultimately becomes a 
fibrous cord. 

Advantages of the Injection Method. Com- 
pare! with the operative methods in vogue, the 
injection method of treating varicose veins 
possesses certain admitted advantages. 

First, the patient is spared the mutilation of 
4 surgical operation as well as the greater ex- 
pense and loss of time. Surgical anesthesia, 
local or general, is not required, is needless. A 
Ptoperly performed injection is practically pain- 
less. Incisions not being required, there remain 
no disfiguring scars. No hospitalization is neces- 


vesse] 


AIME PAUL HEINECK 289 


sary ; and the treatment being ambulatory patient 
is not incapacitated and can continue his or her 
edema. The treatment does not entail any 
motor, trophic or febrile disturbances. 

Second, with the injection method, there is a 
greater certainty of cure. As already mentioned, 
recurrences after a few years are not uncommon 
after operative treatment, should they occur 
after injection, further injections will cure them. 
Sicard and Paraf® in a very large series of in- 
jections saw just a few recurrences. Alexander** 
in 100 cases saw none. 

Finally, with injection, there is less danger 
of complications. In regard to mortality, Mc- 
Pheeters and Rice* state that in 53,000 cases 
of injection-treatment reported in the literature 
there were only 7 deaths, (0.013 per cent.). 
Some of these occurred in the early period when 
the technic had not been established and when 
it was thought necessary to use strongly coagu- 
lating injecting substances. At the present time, 
the mortality from the injection treatment is 
practically nil. The mortality from operative 
treatment even in the best clinics is not less than 
1 per cent. It might be thought that pulmonary 
embolism would frequently occur from this 
method. But it does not. Only 4 cases of 
pulmonary embolus consecutive to the injection 
treatment are found in the literature (only 
2 of which occurred with correct technic) 
whereas the mortality from embolus following 
surgical operation of varicose veins is stated to 
be 0.7 per cent. With the present day improved 
technic of injection and with due precautions, 
the possibility of pulmonary embolus is prac- 
tically eliminated. Sicard and Gaugier’ who in 
1928 reported upon 325,000 injections observed 
no occurrence of pulmonary infarction. Irre- 
spective of the solution used, it is well to avoid 
overdosage. 

Indications and Contra-indications for Injec- 
tion. Superficial varicose veins of the leg, asso- 
ciated or not with eczema, ulcer or other com- 
plications, can and should in the absence of 
contra-indications be treated by the injection 
method. Operations should be reserved for cases 
that do not yield to the injection treatment. 
Neither the extent of varicosity nor the age of 
the patient excludes the use of the method. 

The method is contra-indicated when there 
is a phlebitis, deep or superficial, present or until 
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it is quite certain that all effects of a preceding 
phlebitis have fully cleared up. Also, when the 
venous dilatations are clearly the result of 
cardiorenal disease with venous stasis; or when 
they are part of the syndrome of Buerger’s or 
Raynaud’s disease. It should not be used if 
gangrene be impending or existing. 

The injection method is also positively inter- 
dicted when the varicosities are compensatory in 
nature, secondary to occlusion partial or com- 
plete of the deep veins. Superficial varicose 
veins, when secondary to thrombosis or thrombo- 
phlebitis of the deep veins, perform the role of a 
collateral circulation and must be respected. To 
occlude them would invite edema and gangrene 
of the leg. 

In the presence of pregnancy, in the presence 
of large intrapelvie or abdominal tumors, in a 
patient with marked hypertension, other and 
preferable existing remedial measures are indi- 
cated. Varicose veins associated with the ap- 
pearance of the menses, during the course of 
pregnancy and with the evolution of the meno- 
pause often yield to ovarian therapy, supple- 
mented by the administration of hamamelis, 
hydrastis, etc. Varicose veins occurring in the 
course of pregnancy unless very troublesome had 
better not be injected. During gestation, the 
condition is often transitory and may be due 
to an endocrine disturbance. 

If the superficial veins alone be involved, in- 
jection, with or without ligation of the saphen- 
ous vein near the foramen ovale gives uniformly 
good results. 

Kern and Angle® remark that there.is no ab- 
solute test for determining the presence of ob- 
struction of the deeper veins and they depend 
more on the patient’s history of a post-operative 
or post-partum phlegmasia alba dolens than on 
the Trendelenburg test. If there be doubt, it is 
better not to inject. 

Technic of Injection. No matter what scleros- 
ing substance is used, the technic of making the 
injection is about the same. A 5 or 10 cc. all 
glass, eccentric tip Luer syringe and a 24 or 25 
gauge needle with a short bevel are generally 
used. The same preliminary precautions in re- 
gard to sterilization of instruments and to se- 
lecting and cleansing the site of injection should 
be observed as in all intravenous injections. 

The injection may be made with the patient in 
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the standing, sitting or lying position, the sit- 
ting being favored by many practitioners. Sicard 
and his associates favor the recumbent position; 
they state that it enables the sclerosing fluid to 
act more rapidly on the intima. In my own 
practice, I have generally followed this pro- 
cedure, but sometimes it is a little more difficult 
to enter the vein. McPheeters prefers the hori- 
zontal position also, but first places while the 
patient is standing, a tourniquet above the site 
of injection, releasing it as soon as the varix is 
entered. 

It is by no means easy to insert the needle 
properly in dealing with a tortuous mass of 
dilated veins with thin walls, such as occur in 
varicosities, and this is a matter of technic which 
the physician or surgeon who wishes to employ 
this method must thoroughly master. No one 
should lightly undertake to inject varicose veins 
unless he is quite competent and familiar with 
the technic of intravenous injections, because, 
even to the surgeon who is accustomed to the 
method, it is often difficult to deal with old- 
standing varicosed masses. 

Care must be taken not to transfix the vein 
or push the needle through the further wall. 
When blood flows in the syringe and the sur- 
geon is satisfied that the needle is within the 
iumen of the vessel, the thumb and middle 
finger of the left hand expresses the blood by a 
stroking movement from the section of vein for 
two or three inches proximal and distal to the 
needle insertion. When this section is emptied 
the fingers are not removed but the pressure is 
kept applied until the injection is completed. 
The injection should be slow, about one 1 c.c. in 
15 seconds and not more than 5 or 10 ce. of 
solution (according to the solution used and the 
circumstances) should be injected at one time. 
When the injection is completed, the index 
finger of the right hand is pressed over the 
point of injection, then the needle is pulled out 
quickly, the pressing finger preventing any 
escape of fluid. Infiltration of the solution into 
the perivascular tissues is to be avoided. The 
other fingers of the same hand are kept pressed 
upon the vein for from three to five minutes to 
prevent the flow of blood while the sclerosing ir- 
jection is working. Finally, a piece of adhesive 
tape or collodion is placed on the point of injec: 
tion and a cotton pad protected by a 4 inch Ace 
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bandage is placed over the site. ‘Kern and 
Angle® apply a firm pressure bandage taking in 
the entire leg and foot. This bandage is worn 
during the treatment and for some weeks fol- 
lowing. 

Most operators prefer to place an Esmarch 
bandage or tourniquet above the knee when in- 
jecting veins below the knee. This is done espe- 
cially for the purpose of making the veins 
prominent. ‘Stoner’® and others prefer not to 
employ a tourniquet. We never have found it 
necessary to employ a tourniquet. This is a 
matter for the surgeon’s judgment. Kern and 
Angle® have not hesitated to inject varicosities 
in the upper third of the thigh and have caused 
thrombosis within 2 inches of the fossa ovalis. 
Most workers consider ligation of the saphenous 
vein entirely unnecessary. Some _ consider 
unbulatory ligation of the saphenous vein indi- 
cated in a small group of cases in which the 
saphenous trunk above the knee is dilated and 
shows a marked reflux from above. Bratrud’ in 
dealing with high varicosities after ligating above 
the point of injection, opens the vein in the 
middle or lower third of thigh and injects 20 c.c. 
of sclerosing fluid after first emptying the vein. 
Kern and Angle feel that if the saphenous vein 
is dilated and tortuous above the knee, the en- 
tire affected venous tree must be obliterated or 
else there will be a recurrence of varices in the 
leg. 

More than one vein may be injected at the 
same sitting or different sections of the same 
vein. The smallest vein should be injected first 
and the largest last, and in any case the most 
distal part of the vein should be first injected. 
Not more than 10 e.c. of solution should be 
injected at one time in any spot. The injections 
are repeated twice weekly until all evident vari- 
cosities are injected. The treatment is ambu- 
latory. Some severe cases may require as many 
as 20 injections. When the sclerogenic fluid in- 
stead of being injected intravenously has been 
deposited in perivascular tissues, inject into the 
field some ordinary physiologic salt solution. 
This will terminate the destructive action of 
the escharotic and thereby preserve the viability 
of the tissues, 

Reactions and Complications. The immediate 
effects of the injection are vaso-motor, hence the 
pallor, the goose-flesh appearance and the tem- 
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porary cramps that follow the injection. Some 
edema and tenderness usually persist for a couple 
of days or so along the site of injection but call 
for no special treatment. In an occasional case, 
the intimal inflammation or a cellulitis may ex- 
tend even to the sapheno-femoral opening but as 
this is a chemical and not a bacterial inflamma- 
tion, the venitis is localized, limited and no un- 
easiness need be felt. Moist warm bandages 
usually disposes of it. Superficial ulceration or 
sloughing may occur in a small percentage of 
cases, due either to lack of asepsis, or to faulty 
technic: penetrating the whole vein, depositing 
the escharotic fluid in the perivenous cellular 
tissues, leakage around the puncture, ete. When 
it occurs, healing may be very tedious but a 
serious result is very rare, though an ugly scar 
may be the ultimate sequel. 

A recurrence may appear owing to insufficient 
obliteration and should be dealt with by a fresh 
injection. Kern and Angle observed only one re- 
currence in 651 injections. 

Louste and Levy-Franckel’® have reported 
® case in which a linear band of hypertrichosis 
formed over the venous trajectory following a 
sclerosing obliteration of a varicose vein. Con- 
secutive pigmentation of the area has been re- 
ported by some others but no other case like this 
appears to have been reported. The danger of 
embolism, (it has occurred so rarely) can be dis- 
regarded ; that of toxic effects, can be eliminated 
by the use of relatively harmless solutions. 

Comparison of the Sclerosing Solutions. 
Clinically, sclerosis may be obtained with any of 
the solutions ordinarily used. The sclerosing ef- 
fect of 20 to 30 per cent. of sodium chloride is 
perhaps better than that of any other solution. 
Stronger solutions are likely to be followed by 
intense cramps in the limb; even from weak 
solutions, if deposited outside the vein, para- 
phlebitis with or without sloughing may result. 

With sodium salicylate, used alone, systemic 
reactions may occur although they are not pro- 
nounced. Otherwise the effects are much the 
same as with weak sodium chloride. In my own 
series of cases (about three hundred), I have al- 
most always used sodium salicylate in 20, 30 or 
40 per cent. solutions. I have never observed any 
serious reactions, although some cramping and 
pain in the limb for some minutes following 
the injection of 10 ¢.c. were frequently observed. 
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I now rarely inject more than 5 c.c. at any one 
point at any one time. When the patient rested 
for about ¥% hour with the leg in an elevated 
position, all symptoms subsided and disappeared. 
These cramps are always of a short duration and 
are without danger. With dextrose solution, up 
to above 50 per cent. strength, there is practically 
no cramping nor perivenitis if deposited outside 
the vein but the sclerosing effect is less than 
with the sodium salts. McPheeters gives first 
place as a sclerosing and safe agent to calarose, 
a solution containing 75 per cent. invert sugar 
and 5 per cent. cane sugar. 

Genévrier’s solution—quinine and urethane— 
is given second choice by McPheeters who states 
that it causes no cramps whatever at the time 
of injection. In the presence of pregnancy, or 
renal disease, quinine preparations should not 
be used. 

Probably the best sclerosing and most gen- 
erally satisfactory solution (when injected into 
the vein) is one containing 40 per cent. sodium 
salicylate; I have found nothing to equal the 
sodium salicylate solution for sclerosis, though, 
I must acknowledge that it is very caustic to 
extra-vascular cellular tissue. In a few cases 
resistant to sodium salicylate and also in a few 
cases of very voluminous veins, I have used at 
times mercuric iodide and at times quinine 
preparations. Kern and Angle consider that a 
mixture of 50 per cent. dextrose and 30 per cent. 
sodium chloride is an ideal solution. 

Clinical Results of the Injection Treatment of 
Varicose Veins. As already mentioned, Mc- 
Pheeters states that in 53,000 cases of injection 
treatment of varicosities reported in the liter- 
ature the operative mortality was only 0.024 per 
cent. Meisen’’ has reported a series of more 
than 2,000 cases without a fatality and there 
was only 1.6 per cent. of any kind of compli- 
cation following the method using sodium 
chloride. 

McPheeters’ opinion based on his personal ex- 
perience of 348 cases of varicose veins and ulcers 
is that the injection method is far better than 
the operative procedures and that varicose ulcers 
can be healed and kept healed by it. 

Schussler’* following his experience of a large 
series of treatments states that he knows of no 
therapeutic measure that gives greater satisfac- 
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tion to both physician and patient. Kern and 
Angle quite recently reporting as the result of 
their experience of 154 patients treated by the 
injection method say that they are convinced 
that this is the method of choice. 

Recent literature contains a number of reports 
of smaller series of cases and the general opin- 
ions expressed are similar to the foregoing, ani 
prove that the fears of pulmonary embolism, 
sloughing of the tissues from perivenous injec- 
tion, toxic effects of solutions used, which have 
delayed or prevented some surgeons from adopt- 
ing the method are negligible or can be avoided. 

My own experience comprises about 300 pa- 
tients treated for varicosities, 40 of which had 
varicose ulcers, and a much larger number an 
eczematous condition of the skin. Sodium 
salicylate in 20, 30 and 40 per cent, solution was 
almost always the sclerosing agent employed. 
There was no fatality in this series nor any case 
of pulmonary embolism. Temporary cramping. 
pain, and edema were observed following the in- 
jections in a large number of the patients but in 
only a few were these of such moment as to 
prevent the patients from following their occu- 
pations. Superficial sloughs occurred in 15 
cases. All were due to faulty technic in inject- 
ing. In 4 of these, the recovery though pain- 
less was very tedious. In none of these did | 
have to open up the sloughing area and excise 
necrotic tissue. 

A recurrence after the lapse of several months 
in the area treated was observed only in 12 cases. 
They were treated with further injections and a 
good ultimate result was obtained. Several of 
these patients have been followed for 3 years 
and show no signs of recurrence. The contrast 
with similar cases previously treated by excision 
of the dilated packets of veins has been very 
striking and I feel quite enthusiastic in regard 
to the great value of the injection method when 
it is applicable. I feel that in the future, it will 
supersede in the vast majority of cases all the 
other now existing methods. 

Its main advantages are that it is an ambu- 
latory method, that it is inexpensive, painless, 
simple, efficient, safe, and almost always in- 
nocuous. By obliterating the varicose veins, we 
relieve in part or wholly the symptoms com- 
monly associated with them, such as eczema, 
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varicose-ulcers, cold feet, heaviness of the limbs 
and the arthritic pains about the knees. 
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LOENTGENOLOGIC STUDY OF AORTIC 
ARCH 


J, Rupis-Jicinsky, M. D.* 
CICERO, ILL, 


The diagnosis of the lesions of the aorta in 
t-\t-books is by no means uniform and there- 
fore the treatment unsatisfactory, the prognosis 
from the same equally varied. The end-results 
are stated so indefinitely that it is hard in some 
causes to form any idea of what can be achieved. 
‘vo decide what could be done very careful ob- 
servations were made by us in the beginning of 
the world’s war in Serbia in 1914-1915 in our 
llospital in Uskub and Gevgelia and later in 
Montenegro. We had a considerable number of 
patients wounded or not, treated over a period 
o! one year and later in 1917 serving on Ex- 
emption Board of U. 8. we found many lesions 
o! that sort. Same while in Siberia in 1919-1920 
in our Hospitals of American Red Cross in 
Ir<utsk, especially. The diagnosis was made in 
e\ery case with the help of x-rays, every indi- 
Vilual case being studied separately and the pa- 
tients were treated, except for some few periods, 
as hospital out-patients, or as private patients, 
if wounded were confined to bed certainly for 
a certain time. In private practice since then 
it was advisable not to depress the patient. 

With the help of modern means of diagnosis 


Dr. Jicinsky died, April 28. 1930. 
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and proper examination of the supracardiac dull- 
ness x-ray examination gave different shadows in 
the case of lues or of simple dilatation of the 
aorta and aneurism. In nearly every case we 
could differentiate from that of the diffuse luetic 
type by Roentgen evidence alone, or if there 
was a combination of diseases present, we made 
the diagnosis without difficulty, and in time with 
the help of Wassermann test, proved beyond 
doubt that the lesion was simple dilatation, or 
arterio-sclerosis in old people. 

In very large hearts there seems to be a rela- 
tive enlargment of the aortic shadow, as Holmes 
states, but the difference in the haziness of the 
same or the comparative darkness has to be 
studied individually. The increase is frequently 
the result of lues, and we have to take the age 
of the patients in consideration, beside the fact, 
that the arch is divided by Gray into three parts, 
the ascending, the transverse, and the descend- 
ing. We have to see the shadow fluoroscopically 
and observe, compare and see if the shadow be- 
comes denser and more sharply defined, tracing 
the same or making teleoroentgenogram. The 
patient has to hop around on one leg, or. lift 
heavy objects to observe the pulsation, saccula- 
tions and dilatation of the lesion with com- 
parison of normal shadows. 
arteriosclerosis the calcified portion of aorta may 
be seen especially in cases of long-continued 
high-blood-pressure, appearing as dark spots. If 
necessary these and others can be photographed 
directly on sensitive paper of special make, one 
large film antero-posterior being sufficient for 
study, if the aortic shadow is wider in cases of 
high diaphgram, or any complication in the 
chest, lungs, or mediastinitis, or possible tumors. 
In all those lesions the Roentgen findings are 
very characteristic. If the arch is wide, there 
is less overlapping of the ascending and descend- 
ing aorta, and consequently the diameter of the 
shadow is increased. If luetic the shadows ap- 
pear first above the aortic valves, the wall is 
weak and bulging of the area involved is plain, 
even when above the auricle. 

When you find a marked prominence of the 
right border of the aortic shadow to the right 
it is a case of luetic aortitis, according to Ruggles, 
but in some cases the lesion may be seen ‘by 
rotating your patient at the base of the aorta, 
even to the left with dilatation or sacculation. 


In some cases of 
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The shadow may have a form of a cone towards 
the heart shadow and in advanced cases the dila- 
tation may be general with weak heart and 
flabby. In other cases the aorta shows tortuous, 
definite and distinct sharp shadows in upper por- 
tion, which is about two inches in length, aris- 
ing from the left third costal cartilage, behind 
the left ventricle, on level with the lower border 
of the third costal cartilage, behind the left edge 
of the sternum. It ascends obliquely upward to 
the right to the upper border of the right second 
costal-sternal articulation. A shadow in this 
portion has to be observed for position, the size, 
shape, the movements with respiration, the pul- 
sations of the chambers and the change of shape 
which may occur with change in the position of 
the patient. The observations are done in 
antero-posterior and its lateral diameters and 
the exact shadows have to be noted, with proper 
examinations of the heart. 

We have to study also the transverse portion 
at the border at the upper part of the right 
second sternal articulation, and arching to the 
left and forward in front of the shadow of 
trachea and esophagus to the left of the third 


dorsal vertebra, remembering that the descend- 
ing portion extends downward to the left side 


of the fourth dorsal vertebra. The luetic shadow 
is even, just like simple haziness, and if dark 
shows beyond doubt a chronic lesion. If black 
and irregular we have to look for even malignant 
lesion, or if round for aneurysm. The size, posi- 
tion and location are seen on the paper, film or 
on the fluoroscopic screen. The observations 
could be made with the help of special hood of 
a fluoroscope even in the day-light. If the lesion 
occurs in the subclavian artery change the posi- 
tien of the patient in such a matter, that you 
look directly under the clavicle, observe the lung 
structure and all the peculiar or not normal 
shadows around. How to increase the pulsation 
we stated above and the outline of the lesion 
is defined. Occasionally we mav see the shadow 
of normal aorta through the mediastinal tumor, 
see the displacement of the heart and make out 
with other modern ways of diagnosis an en- 
largement of the glands, even a malignant tumor. 
If there is any fluid present, the shadow be- 
comes denser and more sharply defined and if 
encapsulated we have to differentiate the medi- 
astinitis and a possible tumor. To read the 
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shadows properly on the screen and in the film 
or on the paper is the whole secret of the work. 
The aortitis is still very common and is gen- 
erally recognized to be a syphilitic lesion, but in 
some cases we may make a mistake, especially 
when Wassermann is not made. The earlier the 
positive diagnosis is made the better results of 
treatment will be, but in practically no case 
should treatment be refused. 

2137 S. Lombard Ave. 





HYPERTENSION AND THE HEART* 


CLARENCE J. McMuLuen, M. D. 
Attending Physician, Cook County Hospital 


CHICAGO. 


Of recent years the role of hypertension as 
a cause of heart disease has been more definitely 
recognized and studied. We are all aware of the 
frequency of hypertension in our patients but 
many of us are not aware of the relation of 
hypertension to many of the heart cases we en- 
counter. It is my purpose to stress this rela- 
tionship and discuss the pathological, clinical 
and laboratory findings in the cases of so-called 
hypertension heart disease. 

It is not within the scope of this paper to 
enter into the theories as to the causation of 
hypertension. When death occurs following a 
prolonged hypertension our first thought is the 
kidney: Is there a chronic interstitial nephritis ’ 
Often there is—but more often in the decom- 
peneated hearts following hypertension we find 
no nephritis, no syphilis, but diffuse arterio- 
sclerosis, involving the arterioles of the entire 
bedy but especially of the kidney. This diffuse 
sclerosis of the small arteries is found after, 
and is probably due to, the prolonged hyperten- 
sion. Vascular spasm, perhaps through improper 
vasomotor control, through the sympathetic 
nervous system, perhaps due to hyper-adrenalism, 
perhaps both factors, occurring in an individual 
with a definite family history of vascular diseas*, 
may. account for the hypertension. Some auth- 
orities believe that the sclerosis precedes the 
hypertension. Others believe that vascular 
spasm of long duration causes the hypertension. 
Heredity seems a very definite factor. There 
is definite evidence that prolonged pressure in 
This is well illus- 


vessels leads to sclerosis. 


*Read before Peoria Medical Society, Nov. 5, 1929, 
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irated by the finding of arteriosclerosis in the 
pulmonary artery in mitral stenosis with its ob- 
struction to the blood flow and marked increases 
in the pressure in the pulmonary circuit and the 
pulmonary artery. 

Thus the cause of hypertension is still a prob- 
lem. We are interested tonight in its effect upon 
the heart, regardless of its cause, whether a 
chronic nephritis or a so-called “essential hyper- 
tension” due possibly to vascular spasm. 

The left ventricle bears the load with the pro- 
longed hypertension and of necessity increases 
in size of chamber and the muscular wall in- 
creases in thickness. The heart becomes larger 
with a “so-called” eccentric hypertrophy. The 
weight 400 to 750 grams contrasted with a nor- 
mal weight of 250 grams. The muscle may ap- 
pear normal macro or microscopically after 
death; although often there is evident fibrosis 
and at times large scars. The coronary vessels 
in a moderate percentage of cases show gross 
selerotie changes. Coronary thrombosis occurs 
in a small percentage. The valve leaflets appear 
normal, The striking observation of the post 
mortem table is a cardiac death often with a 
luge heart, but with a normal heart muscle as 


judged by its macroscopic and microscopic ap- 


pearance. Probably functional changes occur in 
the muscle of a metabolic and chemical nature 
which result in cessation of function without 
organic changes that we are able to recognize. 
Is it a death due to overwork and muscle 
fatigue ? 

From a clinical standpoint: Hypertension 
may persist from a few to twenty hears with 
few symptoms but finally, if neither cerebral nor 
kidney complications develop, the heart symp- 
toms appear. 

1. Onset of cardiac symptoms is insidious. 

*. Breathlessness and slight tachycardia are 
early manifestations of cardiac embarrassment. 
At this time the physical examination may re- 
veal besides the hypertension, slight enlargement 
to the left, and accentuated second aortic sound. 
Occasional extrasystoles may occur. 

3. Nocturnal dyspnea occurs later—the pa- 
tient awakening with sudden severe dyspnea. 
Pulmonary edema may occur at this time with 
its frothy, pink sputum and crackling rales over 
the chest. The hypertension heart above all 
others produces this night picture. 

4. Anginal attacks are not uncommon, vary- 
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ing from mild attacks upon exertion to severe 
attacks with death. Coronary thrombosis with 
its definite classical picture may occur. The 
anginal attacks may occur before evidence of de- 
compensation and while the patient is still un- 
aware of his affliction. 

5. Frank pulmonary bleeding occurs at 
times, resembling a pulmonary T. B. We must 
remember the trouble is in the left ventricle. 
which fails first, with the right heart still com- 
petent. Pulmonary stasis results. The frank 
hemorrhages are probable due to vascular degen- 
eration in the pulmonary vessels, combined with 
this stasis. Many writers have urged the im- 
portance of this symptom of bleeding in hyper- 
tension cases, either nasal, renal, pulmonary, or 
gastro-intestinal, as indicative of the more seri- 
ous forms of hypertension. 

6. Later the right heart fails and the typical 
picture of cardiac decompensation ensues, with 
congested liver, ascites and edema of body below 
the heart level. When first seen in this stage, 
we may fail to recognize the hypertension heart, 
for the blood pressure is often lower, reading 
130 or 140, when formerly it was 200. However, 
it is a peculiar fact that often the blood pressure 
remains high, 200 and over to the end. 

The physical examination reveals. 

1. The hypertension, which may be slight or 
marked, depending upon presence of absence of 
decompensation. 

2. The cardiac enlargement to the left, 
which is recognized by careful percussion of the 
left border, or by accurate palpation of the apex 
thrust. Frequently these individuals are obese 
and have large thick chests, rendering per- 
cussion difficult and inaccurate. In these cases 
a two meter heart film is advisable for accurate 
measurements of the heart and for study of 
heart configuration. In the advanced case the 
heart assumes a flattened appearance, the so- 
called “sock” shaped heart, resembling an 
ordinary man’s sock with the small heel and the 
transversely flattened appearance. 

3. Murmurs may be absent during the entire 
clinical course. This causes many errors in 
diagnosis, as the absence of murmurs leads many 
to believe the heart normal. Usually a relative 
mitral leak develops, due to the dilatation of 
the mitral ring by the enlarged left ventricle, 
or possibly due to the fact that the papillary 
muscles are too short to allow complete closure 
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of the mitral leaflets in such an enlarged ven- 
tricle. 

4. This leak is manifest by a systolic blow at 
or near the apex. Usually it is very soft and 
may be scarcely audible. At other times it is 
very harsh. I believe the intensity of the mur- 
murs to be of no prognostic importance. 

Over the aortic area the second sound is ac- 
centuated. Rarely a diastolic murmur is heard, 
due to the aortic dilatation. 

Various disturbances of rhythm occur. Extra- 
systoles are common. They are indicative of in- 
creased irritability of the ventricular muscle, but 
are not a serious prognostic sign, as they may 
occur over a period of years before cardiac fail- 
ure. Auricular fibrillation is not common except 
in the senile cases. In fact I have been im- 
pressed by the regular rhythm (excepting the oc- 
casional extrasystoles) which often persists until 
death, especially in patients of the fourth and 
fifth decades. Incidentally, I might mention 


that this characteristic of regular rhythm is also 
noted in the badly decompensated syphilitic 
hearts, with aortic regurgitation. 

Jallop rhythm frequently develops as cardiac 


failure becomes more evident. It indicates that 
the heart muscle is beginning to fail and makes 
the prognosis more serious. It is quite a con- 
stant finding in the decompensated hyperten- 
sion heart, so much so that the finding of gallop 
rhythm in a decompensated heart suggests, first, 
the hypertension heart. With proper rest and 
care the gallop rhythm may disappear, to re- 
appear again when decompensation recurs. The 
electrocardiogram is of great value in this type 
of heart. In the well compensated hypertension 
heart, it may appear normal. Usually there is 
definite left ventricular preponderance. In the 
more advanced cases with failing heart muscles 
the T wave in leads one and two is inverted. 
This sign indicates marked interference with 
the spread of the excitation impulse through the 
ventricles and usually warrants a prognosis of 
death within 12 to 18 months. In the cases with 
coronary sclerosis or marked fibrous changes in 
the myocardium, the QRS complex becomes 
widened and slurred. Thus the findings of a 
normal cardiogram of simple left ventricular 
preponderance with normal QRS and T waves, 
indicates a fair prognosis, while changes in the 
QRS and T waves warrant a grave prognosis. 

To recapitulate: The diagnosis of hyperten- 
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sion heart is dependent upon some combination 
of the following findings: 

1. Presence of hypertension, or history of 
previous hypertension. 

2. Cardiac enlargement to the left. 

3. The characteristic “sock” shaped x-ray 
shadows. 

4. Systolic apical murmurs. 

5. Gallop rhythm. 

6. Electrocardiographic evidence of left ven- 
tricular preponderance, or inverted T wave in 
leads one and two. 

7. Other evidence of vascular changes-~as 
retinal arterio-sclerosis, or exudate. 

8. Evidence of kidney damage as shown by 
fixation of specific gravity of urine, or retention 
of nonproteid Nitrogen in blood. However, the 
kidneys may show no clinical evident defect in 
the essential hypertension cases. 

Prognosis in any individual case is difficult. 
We must remember that these patients usually 
have cerebral, and renal vascular sclerosis, and 
these may cause death before the heart fails. 
However, from a cardiac standpoint the grave 
prognostic signs are: 

1. Nocturnal attacks, especially with hemor- 
rhage, angina, or pulmonary edema. 

2. Marked electrocardiographic changes in 
the QRS and T waves. 

3. Congestive heart failure in spite of rest, 
restricted diet and digitalis. 

Treatment: Much can be done to relieve 
suffering and prolong life in the heart burdened 
with hypertension. Prior to true decompeusa- 
tion every attempt should be made to relieve the 
hypertension as much as possible. 

1. Calmness; It is vital to instill the spirit 
of calmness, to avoid emotional upsets, and wor- 
ries, as much as possible. Bromides. luminal 
and mild hypnotics help to accomplish this. En- 
force proper rest, working hours and sufficient 
sleep. 

2. Hard physical work must be stopped. 

3. Salt. I do not believe that the salt free 
diet is a “cure all.” However, the elimination 
of salt undoubtedly helps many. Often these 
patients are great salt eaters, and the elimina- 
tion of salt is followed by marked alleviation of 
many distressing symptoms. A recent case unde! 
observation confirmed my opinion of its value. 
A doctor, unaware of a hypertension, 58 years 
of age, used much salt on his food and had 3 





dia 
Af 
oth 
tin 
toll 
apy 
tio! 
age 
/ 
sti) 
Nio¢ 
dys 
con 
mai 
pt r 


pens 
man 
deco 
be @ 
Si 
or p 
relie 
from 


n¢ 
i le 
Prese 


Te og 


r, 1930 


nation 


ory of 


ft ven- 
ave in 


FeS- —as 


wn by 
tention 
er, the 
fect in 


ifficult. 
usually 
is, and 
t fails. 


» grave 
hemor- 
ges in 
of rest, 


relieve 
irdened 
npeusa- 
eve the 


e spirit 
1d wor- 
luminal 
s. En- 


ifficient 


ped. 

alt free 
ination 
n these 
lim ina- 
tion of 
e under 
3 value, 
8 years 


| had a 


October, 1930 


habit of drinking two or three glasses of beer 
before retiring, and to which he added an 
alundance of salt. He became ill, with nocturnal 
dspnea, full pounding feeling in his head and 
nose bleed. His pressure was 220 systolic—160 
diastolic, and his urine contained 2 plus albumin. 
After four days on a salt free diet without any 
other treatment, the patient refusing to discon- 
tinue his work, the blood pressure was 170 sys- 
tolie—120 diastolic, and the symptoms had dis- 
aj peared, including the albuminuria. Elimina- 
tion of salt may not cure but the abuse of salt 
avgravates these cases. 

Digitalis & Bed Rest: Digitalis is our main- 
stay when congestive failure occurs. When even 
noderate failure is present with tachycardia and 
dyspnea, digitalis is indicated. Give enough to 
completely digitalize and then continue a daily 
maintenance dose for months as needed, long 
periods of rest in bed regain the lost heart 
muscle tone. 

If edema persists after digitalization and a 
fair period of bed rest, the edema and ascites 
respond well to diurectics. 

Theocin is of some value. 

Salyrgan 1 to 2 ¢.c. intravenously every fourth 
day, combined with ammonium chloride per 
mouth usually produces marked diureses. Be- 
ing a mercury salt it should not be used in true 
chronic nephritides. 

Failure to obtain improvement with bed rest, 
digitalis, and diuretics, with persistence of the 
edema, usually warrants a grave prognosis. 

Many cases, after one attack of cardiac decom- 
pensation properly managed, may carry on for 
many months, and, occasionally, for years before 
decompensation recurs. Digitalis usually has to 
be continued during this interval. 

Sudden attacks of heart failure with cyanosis 
or pulmonary edema warrant venesection, which 
relieves the pressure and takes some of the load 
from the left ventricle. 

‘nm conclusion: 

The American Heart Association has urged 
the necessity of proper classification of the vari- 
ous types of heart disease, so that the natural 
history and clinical course of each type may be 
properly studied. This classification is based 
pr-neipally upon types as viewed from an 
etiological standpoint. The hypertension heart 
presents a definite type of heart which can be 
recognized clinically and which has a character- 
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istic natural history. Thorough study of this 
heart with a proper idea of the etiology, the 
structural changes, and the clinical history re- 
wards us with more definite ideas as to prognosis 
and treatment. 

30 N. Michigan Ave. 





ARE CYCLOPLEGICS NECESSARY IN 
REFRACTION? 


CARROLL B. WELTON, M. D. 
PEORIA, ILL. 


Patients requiring refraction, constitute about 
four-fifths of the ocultist?s work. “The fact,” 
Schwenk! says, “that so large a percentage of 
the oculist’s practice is refraction, should con- 
vey to our minds that oculists must accept every 
opportunity to enable them to do better work.” 

To refract these patients and prescribe for 
them the correct lenses, is it absolutely necessary 
to use a cycloplegic, and if so in which cases is 
its use indicated and in what proportion of them 
must it be used? The old controversy that ex- 
ists, even among ophthalmic surgeons them- 
selves, as to the value of its use, gives the optician 
or non-medical men opportunity to condemn the 
use of cycloplegics in refractive work, and also 
at the same time gives them support in this view 
by the faction among the medical men opposing 
their use. 

The optician, or non-medical refractionist is 
here, as pointed out by Lancaster? and must be 
taken into consideration.* A quite large per- 
centage of refractions at the present time are 
being made by non-medical men, and while 
wholly commercial in attitude, nevertheless they 
are becoming more blatant and bold in their 
campaign for recognition. 

As an illustration of the efforts on the part of 
these unqualified, but licensed men, the follow- 
ing headlines appeared in the daily newspapers 
in this city at a recent state meeting of “Optome- 
trists.” “Early attention is only hope in dread 
glaucoma,” and goes on to state in the article 
that “Hardening of Eye Ball is sure to Bring on 
Blindness.” The article itself was entitled, 
“What the Optometrist Should Know About 


*A four year course in applied optics is now being given 
at the University of Illinois, by the University of Rochester 
and a four year course is given by the Los Angeles School 
of Optometry, part of which is accredited in the University 
of Southern California. 
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Glaucoma.” Another paper given at this con- 
vention was “Procedure and Diagnosis in Color 
Fields.” Every department store of any size, 
today has its optical department, advertising the 
free examinations given by licensed optometrists. 
The general public is unable, of itself, to differ- 
entiate between non-medical Doctors of so-called 
“Qptometry,” who occupy offices in the same 
buildings as do oculists, and frequently share 
reception rooms with graduates of medical col- 
leges practicing general medicine. The Dr. on 
their door is the same to the patient seeking re- 
lief from eye troubles as the M. D. on the door 
that shows a qualified medical man engaged in 
the special branch of ophthalmology. To their 
credit, it can be said that a few of these “Optom- 
etrists” are in a manner quite well intentioned 
men. of good reputation in the community; who, 
although misguided in thinking the optical busi- 
ness is a profession, attempt to practice along 
the same paths with qualified medical graduates. 

“The general medical course (says Jackson*) 
should be taken by all who wish to treat the 
defects, diseases, and injuries of the eye. The 


eye is a part of the body, and lives, keeps health, 


and performs its functions through its connection 
with other parts of the body; suffers injury and 
disease from similar causes; and depends for 
restoration on the same vital processes. The at- 
tempt to create a profession of optometry, apart 
from medicine, has been as much a failure as 
attempts to manage disease of the eye without 
any knowledge of its special function. But to 
attempt to split off a small part of medicine and 
combine it with optical knowledge, to furnish 
cheap treatment for eye conditions, is certain to 
fail of any good service to the public. Ophthal- 
mic practice is a department of the general heal- 
ing art; and will always be best carried on by 
those who have secured a fundamental education 
in general medicine.” 

“States licensing a group of 
optometrists are acting unwisely in the matter of 
the brief incomplete examination as given this 
body of practitioners—not permitted to use 
cycloplegics, not trained in scientific ophthal- 
mology, but quite sure that cycloplegics are an 
unnecessary hardship upon the patients—these 
optometrists are using every possible effort to 
propagate their creed.” ( Ring.) 

That the use of the cycloplegic is unnecessary, 


men called 
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dangerous in some cases, and produces besides 
the inconvenience too long a period of inactivity 
from the patient’s occupation is claimed by the 
opticians. Some ophthalmologists also believe 
its use is not necessary. Cycloplegia is used by 
v5 per cent of the oculists in this country in 
th@ir cases. Some of the advantages to be de- 
rived from its use, are as follows: 

1. In children its use is absolutely essential 
to do good refraction work, especially to be used 
in all cases of strabismus. 

2. In cases of spasm of the accommodation, 
and where there is evidence of convergent excess. 

3. In some cases its use demonstrates that 
there is no eye strain, and that glasses are un- 
necessary. 

4, It reveals the total amount of error, thie 
amount and axes of astigmia while in some cases 
without its use the principal meridians cannot 
ie determined, especially in young persons. 

5. It enables us to estimate the refraction 
objectively by means of retinoscopy, allowing us 
to measure the static refraction, without which 
we could not be sure of the prescription for 
glasses. . 

6. Another valuable aid of cycloplegia to 
oculists is the complete fundus examination in- 
cluding the peripheral portion that can be made 
with the fully dilated pupil, and the minute 
study of the lens and other intra-ocular struc- 
tures. ; 

7. It may be used with advantage in patients 
even up to 50 years of age, if found necessary. 

8. Cycloplegia is especially advantageous in 
cases of small errors where the manifest is very 
uncertain as to either sphere or cylinder, its use 
is indicated in patients over 40 years of age, 
where a small manifest error does not account for 
the symptoms that such a patient complains of, 
or where the refraction has been made before 
without a cycloplegic, and the patient still com- 
plains on use of the eyes. 

Cycloplegics are not necessary in myopes nor 
in the great majority of presbyopes. Myopia of 
itself does not produce eye strain, but if there }e 
astigmatism accompanying myopia, the latter 
may produce asthenopia. All patients, but espe- 
cially those above 35 years of age, are cautioned 
to use eserine drops given them, until near 
vision is normal again. 

About the only disadvantage that the use of 
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the cycloplegic has is the question of time that 
it takes a patient away from his work, and the 
inconvenience of blurring and photophobia which 
a mydriatic produces. Also there are some cases 
in which there will be a prolonged paretic action 
of the ciliary muscles. Several cases of paresis of 
the ciliary muscle for a period of several weeks 
have occurred among my patients, but eventually 
the accommodation became normal. 

Mild constitutional symptoms with slight 
mental disturbances have been noted in a few 
instances, and dryness of the throat with flush- 
ing of the face occurred in cases where direc- 
tions had not been followed to bring pressure over 
the canuliculi after installation of the cyclo- 
plegic, and the solution running into the nose 
and throat. These effects were all temporary 
and harmless, passing away in a few hours. 

There have been some cases reported of in- 
crease of tension following the use of cycloplegics. 
None has ever occurred in my practice of 30 
years. Of course, cycloplegics are not to be used 
in the very old, or in cases which would be 
liable to develop glaucoma. This type of case 
would be evidenced by a shallow anterior cham- 
ber and dilated pupils in patients without 
The tension of the eye is taken with 
the finger both before and after instilling a 
In suspicious cases or in all those 
above 35 years of age, if the case is questionable 
the tonometer is used. The history of the case 
will also guard against the use of a cycloplegic 
in any suspicious case. It is true that cyclo- 
plegics are not always necessary, but with the 
majority of cases they are essential to success. In 
an asthenopic patient whose manifest correction 
produces normal vision, as a rule cycloplegics 
are not necessary; but in the whole number of 
cases that one sees cycloplegics substitute knowl- 
edge for guess work, and enable one to say 
Whether, or not, eye strain produces the symp- 
toms that the patient complains of. Some au- 
thorities believe reasonable accuracy can be 
foun! without cycloplegics, by means of fogging 
and analgous optical measures. These latter give 
some control of the accommodation, but in the 
greater majority of cases an oculist will fail if 
he leis the patient have a prescription for glasses 
Without a eycloplegic being used. 


MYO} ia. 


cycloplegiec. 


The refracting optician doing his work with- 
vut a evcloplegic may and often does give a con- 
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cave glass to a hyperope suffering from ciliary 
spasm. 

Clarke® has tested the eyes with and without 
a cycloplegic in a large number of patients. In 
some of the cases cycloplegics revealed nothing 
new, although a large number showed an impor- 
tant difference which would decide between suc- 
cess and failure in treatment. He further 
states, “That the physician who is called upon 
to treat a so-called ‘functional nerve disorder,’ 
and fails to eliminate the element of eye strain 
is derelict in his duty, both to himself and to his 
patients, for there is no functional trouble that 
may not be due to eye strain.” 

Wells® found in 262 consecutive cases in which 
atropine or hom-atropine was used only 5 pa- 
tients in whom the hypermetropia was less, or 
myopia more under cycloplegics than was mani- 
fest without drugs. 

Decker’ says that the prime essential in the 
fitting of glasses is the measurement of the static 
refraction, and that this cannot be done ac- 
curately in quite a percentage of cases without 
cycloplegics. “It is possible,” he says “to meas- 
ure correctly the refractive error of a consider- 
able portion of cases without paralyzing the ac- 
commodation, but it is the balance of the cases 
where its use is positively needed, that takes this 
work out of the realm of guesswork to that of cer- 
tainty and aids towards scientific accuracy.” 

Pond’ states “that in 8,000 cases of his own, 
better results were obtained without than with a 
mydriatic, that refraction is not an exact science, 
and that the same patients will receive a different 
prescription for glasses and all good, at the hands 
of different expert refractors.” However, we 
wonder how such an opinion can be expressed if 
cycloplegics were not used in the cases from which 
he draws his conclusions. 

Knighton® expressed the opinion that in the 
hands of good refractionist the majority of 
patients may be examined successfully without a 
eycloplegic, but there are certain cases which 
demand a knowledge of the total error such as, 
non-cooperative patients, and cases of strabismrs 
and spasm of the accommodation. However, he 
qualifies his statement by declaring that retinos- 
copy is conceded to be the most accurate means 
of refraction in conjunction with cycloplegics, 
without which we cannot get the total amount of 
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error, and would therefore not be sure of our 
prescription for glasses. 

T. Harrison Butler’® seldom uses a’ mydriatic 
and believes he gets considerable better results 
without its use. 

Sterling’ claims to have found as high a plus 
glass when the eyes were binocularly refracted, 
as with a cycloplegic; and then again has found 
the reverse—a higher amount of plus glass with 
a eycloplegic than when examined binocularly 
without it. 

Burdon-Cooper’? in a great number of cases 
tested by him with and without atropine finds 
that the total hypermetropia under atropine was 
less than the manifest hypermetropia without 
atropine when the eyes were tested binocularly. 
This amount varied from 1 quarter to 1 diopter. 
He claims that atropine causes a forward dis- 
placement of the lens system or in reality pro- 
duces a relative myopia. 

Griscom™ says that successful refraction is 
dependent not only on the thorough knowledge of 
psysiology and optics, but also on the exercise of 
good judgment in determining the relative worth 
uf each of the factors which make up a complete 
examination. Static refraction together with the 
use of the trial case, the examination of accom- 
modation, extraocular muscles, the age, occupa- 
tion, general health, and temperament, he says 
must all be considered before prescription for 
glasses is given. 

In addition to the foregoing remarks it would 
Le well also to ascertain a history, the past and 
present health, amount of ocular work and condi- 
tions under which it is done, a thorough routine 
examination of the globe and adnexa, determin- 
ing the state and all the functions of its different 
parts. In asthenopia it is important to know 
whether the symptoms follow use of the eyes 
cither at close work or following moving objects 
at a distance. Headaches from other causes 
should be eliminated and the fusion faculty as- 
certained. Dizziness as a symptom related to 
eye strain should be elicited if present. It is 
also important to ascertain if there be complaint 
of glare. In that connection, Redway™* recently 
has shown the importance of lenses incorporat- 
ing color to properly filter any irritating light 
ray, and he remarks, “Since some lens must be 
worn to correct errors of refraction, it seems only 
common sense that that lens shall be utilized 











October, 1930 





ments of the individual case. Modern industry 
is making such demands and is requiring such 
a high degree of visual acuity and_ sustained 
visual effort that any aid or assistance which 
can be afforded the human eye in the perform- 
ance of work it was not primarily designed to 
do, is not to be overlooked. Micro-measurements 
are becoming every day more common, greater 
and greater accuracy is being required of the 
human eye. This is putting the responsiblity 
squarely upon the oculist to obtain for those 
who consult him not alone a correct refraction, 
but also the highest possible visual acuity and 
efficiency.” In persons with perfect vision and 
no symptoms of eye strain if ametropia be pres- 
ent even in small degree it is still good treat- 
ment to correct these errors. The strain, even 
though slight and with no symptoms, does use 
up, in these patients, a certain nervous energy 
in the use of the eyes and produces its deleterious 
effect on that patient’s vitality. 
MacCallan’® has _ observed 
changes such as blepheritis, conjunctivitis, epi- 
scleritis, opacities in the lenses and_ vitreous, 
retinal changes such as hyperemia, effusion and 
degeneration at the macula and dacrocystitis— 
signs of focal infection—in an investigution 
among a hundred patients of the upper middle 
class who came only for correction of ametropia, 
and in whom the visual acuity after correction 
was 6/6 or 6/5. These ocular changes directed 
his attention to the need of further investiga- 
tion, the object of which was to cure or check 
the ocular pathology. Further, in association 
with these ocular changes in the hundred pa- 
tients with full normal vision after correction, 
were: teeth abscesses (apical), dental cyst. ap- 
pendicitis, septic tonsils and suppurating anirum 
with teeth sepsis. The ages of these patients 
ranged up to 60 years. 52% were under thiv age 
of 40. He also found intraocular chang:s of 
lenticular opacities, macular hyperemia, macular 
degeneration, and vitreous opacities. In deuling 
with these patients, he says these cases were 0 
the whole uncomplicated errors of refraction. 
Sight as a physical or mechanical factor o! the 
patient’s life could be adjusted so that the pr 
tient returned to normal, but if it alone was 
done, treatment was but palliative and ulti 
inately the toxins produced by the bacteria would 
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destroy the compensation refraction, and if 
dental treatment was not pursued would eventu- 
ate in a serious pathological condition to the 
eye. 

‘'o the ophthalmic surgeon, he further states, 
is viven when patients consult him for the first 
ime, the opportunity to make a complete survey 
and discover through the examination of the 
eyes the presence of some focus of infection and 
of directing patients so that they might receive 
a thorough investigation. MacCallan brings out 
that the severe conditions mentioned in the paper 
pointed necessarily to*the teeth — blepheritis, 
iritis, styes, and changes in the lens and vitreous 
—hut the manifestations were the same whether 
the septic focus was in teeth, tonsils, large bowel 
or otherwise. 

These observations by MacCallan are, of 
course, only the same observations that are seen 
Ly every practicing oculist and which if they are 
not discovered by the examiner are sure to bring 
aout poor results in the physician’s practice. 
This would in itself seem to be proof positive 
that proper examinations can only be made by 
medical examiners and would absolutely rule out 
for all time the question of opticians, optom- 
cirists and other non-qualified practitioners be- 
mg in the least degree capable of an examina- 
tion of the eye. 

At once the observation is made that general 
disease can affect the action of the ciliary 
muscles, and cause many disorders of the eye 
and the vision thereof. Among these general 
(diseases affecting the eye are: intestinal disease, 
vascular hyper-tension and arterio-sclerosis. Dia- 
betes has an effect on the ciliary muscles and 
accommodation ; diphtheria, also and other toxic 
agents, such as nicotin. Also can be mentioned 
nasil sinus disease, dental and tonsil disease and 
trauma. Changes of accommodation appear in 
the prodromal stage of glaucoma. Syphilis 
causes paralysis of the iris and ciliary muscles 
and paresis of this muscle often points the way 
to the detection of serious involvement of the 
central nervous system. 

Jackson says, “That oculists have been dis- 
poset to admit that opticians might be allowed 
to give glasses to presbyopes. Even in these 


Cases experience shows that to abandon these 
patients when diminished accommodation makes 
light errors of refraction and inaccurate correc- 
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tions still more important, is shirking a responsi- 
bility in those claiming fitness for practice of a 
learned profession.” 

Seeking to learn just what degree of service 
the patient can expect from a refracting optician, 
I have tabulated the findings in my last 100 
consecutive cases, as to the accuracy of the pre- 
scription for glasses, that would result from re- 
fracting patients without a cycloplegic, and then 
after paralyzing the accommodation, comparing 
the results that followed. Out of the 100 patients 
there were 29 cases that could, in all fairness, 
have been fitted correctly without its use, and as 
good a prescription otbained as with its use, be- 
cause the difference in the degree of the refrac- 
tive error or in the axes of the astigmatism was 
of no consequence. To obtain these results with- 
out cycloplegics there must of necessity be in- 
telligent cooperation on the part of the patient. 
The balance of the cases would certainly not 
redound to the credit of anyone doing good re- 
fraction, much less to the reputation of a man 
who possesses a medical degree, in fact would 
constitute work of a very questionable character. 

The ages of these patients ranged from 9 
years, the youngest, to 49 the oldest. Seventeen 
patients were from 9 years to 20 years of age. 
Twenty-six from 20 to 30 years. Thirty-nine 
from 30 to 40 years, and eighteen from 40 to 
49 years. Especially would I mention that re- 
fracting children without cycloplegics would be 
the merest guess work for no one could be cer- 
tain of any finding made subjectively in any of 
these patients. Likewise in cases of strabismus 
and ciliary spasm. 

Refraction of these 100 patients showed the 


following: 

PROMISING aa bn Cac ccticv od cose nedndeecianieedianncets 34 times 
Simple Hyperopic Astigmatism..............eeeeeeeee 19 times 
Compound Hyperopic Astigmatism.............0.ee00: 35 times 
MEGONUMN  dic'ns wxcce nee cuasdesndieckenionanecckeucias 8 times 
Simple Myopic Astigmatism.........ccccccccsecccces 9 times 
Compound Myopic Astigmatism..............eeeeeees 12 times 
pO I ER DU EE er Oe Pee 9 times 
REGROUNEONI ov sco vecedcetacecscdcocneractccckvncexs 12 cases 


One patient was not given glasses—emmetropia 
being present. In two cases the amount of 
hyperopia found by the manifest examination 
exceeded that found under a cycloplegic. There 
were found 2 cases of lateral muscle imbalance 
requiring prisms. Diplopia was elicited in 
nearly half the patients. Homonymous and 
crossed diplopia were found in about the same 
proportion of individuals, the former in 16%, 
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the latter in 20%. 
in eight per cent. of the cases. Among the 
patients showing diplopia there were fifteen per 
cent. of these in whom, in addition, a hyper- 


Vertical diplopia was present 


phoria was present. 

The reason for the wide-spread view of the 
general medical men, especially in the smaller 
communities that opticians and other non-med- 
ical men can refract perfectly well is because 
they themselves have, in a few instances, been 
fitted satisfactorily by these non-medical men 
and having had their own personal symptoms 
relieved and in some _ instances satisfactory 
glasses for vision, they do not distinguish be- 
tween the patients suffering from ciliary spasm 
and other errors requiring the use of cycloplegics, 
who have failed to receive relief from the serv- 
ices given by opticians. These general medical 
practitioners as a rule refer their patients to 
some advertising non-medical man in their com- 
munity for the reason already stated, that they 
go to them for their own optical service, but 
mainly that if the community be small there is 
no medical man to whom they could refer their 
patients and the inconvenience and expense of 
a trip to a larger center where a qualified med- 
ical service could be obtained, appeals neither 
to the patient nor the Doctor nor does the neces- 
sity of such services seem apparent. Thus does 
the optician or non-medical man even in quite 
large communities (Towns of 100,000 and 
above) do the bulk of the refraction work good 
or bad, mostly of the latter kind. 
and the higher grade medical man in the larger 
centers are aware of the results obtained by eye 
examinations made by medical men, and regu- 
larly refer their patients for refraction to com- 
petent eye specialists. 

A former Chairman of the Section of Ophthal- 
mology of the American Medical Association has 


The internist 


stated that both opticians and eye physicians are 
necessities, and the number of competent eye 
physicians is hopelessly insufficient for the ex- 
clusive care of the ocular needs of the public. 
That statement is questionable, as it implies 
that the opticians or non-medical men are neces- 
sary in looking after the welfare of persons need- 
ing examinations of the eyes for glasses. “It is 
not to be expected (Mayer)'® that the non-med- 
ical spectacle selling eye examiners will set up 
for themselves a process of education which will 
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be sufficient, or in scope comparable, to the train- 
ing of physicians, or that this schooling would 
furnish these men qualifications to be acceptable 
as a branch or part of medical practice.” This 
supposition has never yet been accomplished, is 
hopeless at the present time, and is not to be ex- 
pected even in the future. 

Ophthalmic literature is read only by those 
interested in ophthalmological subjects and the 
same is true of papers read at opthalmological 
meetings. Men in general practice cannot be 
reached by articles appearing in Journals of 
Ophthalmology, as these.men are not subscribers 
to these journals. They may see the headlines 
on opthalmic subjects in general medical litera- 
ture, but the title would be as far as they would 
read. A few can be reached by papers read by 
oculists at city and county meetings and a small 
minority read some of the reprints on ophthaliic 
subjects sent to them through the mails. There- 
fore, solution of the problem of the refracting 
optician lies entirely in the education of our stu- 


dents in medical schools. From this source must 


come the knowledge of just what these spectacle 
vendors mean to the patients of graduate physi- 
cians. The general medical men already in prac- 


tice must be educated along these lines so that 
they can explain to the public at large, the 
necessity and importance of securing the best 
medical eye service obtainable, and they them- 
selves become convinced that examination of 
eyes and the fitting of glasses deserves the most 
careful consideration and judgment of the high- 
est trained medical minds. Again the general 
medical man must be taught that his own per- 
sonal eye examinations and those of his family 
had better be made by a competent medical man 
doing eye work, rather than leaving them, as 
perhaps 50% of the medical profession are do- 
ing, in the hands of partly trained opticians, 
entirely lacking any medical knowledge what- 
soever. 
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COLDS, COMPLICATIONS AND 
SEQUELAE* 


G. P. Concer, M. D. 


OAK PARK, ILL, 


This paper is presented because there appears 
to be a need for co-ordination of our knowledge 
of infections in the upper respiratory tract 
hastening Utopia whereby we make better use of 
the mass of useful information already in our 
possession. 

Substantiation of this conclusion is reached 
after examination of great numbers of case 
records to note the really large percentage of 
head colds, the ear, mastoid and sinus complica- 
tions, the occasional bad heart, the overwhelm- 
ing array of cases of chronic progressive deaf- 
ness, and the rather modest results often ob- 
tained in treatment together with the discourag- 
ing lack of success in immunization. 

In addressing a group of physicians there will 
appear many statements which seem self evident 
and require little or no comment, therefore, I 
shall take advantage of this time-saving method 
to refer very briefly to a number of papers, 
addresses and reports each one covering a small 
part of this subject in an exhaustive manner. 

Walter A. Wells writes, “It is regrettable that 
so little serious attention has been devoted by 
the profession to the conquest of this universal 
plague which lies at the root of so much mor- 
bidity and whose ravages cause such widespread 
suffering, not to mention the enormous economic 
waste resulting.” 

Frederick T. Hill says, “The acute head cold 


*Read before Section on Eye, Ear, Nose, Throat, Illinois 
State Medical Meeting, May 20, 1930. 
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seems to be the greatest menace and presents the 
greatest problem.” 

From the lay point of view two ideas are fre- 
quently voiced, first, we hear, “A cold is not 
serious and will get well unaided,” and second, 
“The Doctor doesn’t succeed in doing much for 
a cold.” 

Of course, these two ideas are mistaken and 
unmerited, but however erroneous they are, they 
are wide spread and persistent, so that perhaps 
our greatest and most fruitful field of endeavor 
would be lay-education. However necessary it is 
for its own welfare to maintain in the general 
public a standard of intelligence and informa- 
tion of high degree, our first endeavor must be 
self improvement; moreover when we demon- 
strate an ability and success of unquestioned 
superiority there will remain but little lay edu- 
eating to do. 

In my experience quarantine has not been 
wholly successful in preventing others from the 
contagion of colds, but however meager its suc- 
cess, it is worthy of use. 

Doctors Harold Abramson and Louis H. 
Barenberg in the service of Dr. A. F. Hess have 
utilized control of contact infection in an ‘elab- 
orate manner. Their plan was most carefully 
thought out and most thoroughly carried 
through and then faithfully reported. One ward 
was set aside for the test, with another ward used 
for a control, the utmost care being exercised to 
exclude all infection. Doctors Abramson and 
Barenberg report a reduction in the spread of 
respiriatory infections of ten per cent. Previous 
to this report these same men had attempted to 
prevent the occurrence of head colds in well chil- 
dren by administration of vitamins, “but with 
indifferent success.” They also had used the 
mercury vapor lamp and carbon are lamp report- 
ing the results unsatisfactory. 

By means of diet Amy Daniels has reduced the 
incidence of colds in children to a remarkable 
extent. Furthermore in the care of serious and 
chronic infections (but in connection with proper 
rhinologic procedures) diet has quite definitely 
shortened convalescence. It is worthy of note, 
however, that the identical diet used in the same 
class of cases, but without the rhinologic treat- 
ment, was of no avail. 

Doctor L. W. Dean writes, “In the treatment 
of sinus infection a diet rich in vitamin A to- 
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gether with an increase in vitamin B is very 
essential. It, however, does not take the place 
of either the proper laryngologic procedures or 
the observance of the usual hygienic regulations. 
The latter two things are equally important.” 

Doctor Roy A. Barlow and Doctor R. Adams 
Dutcher conclude that “The practical application 
of this work then would point to the administra- 
tion of fats in any form and plenty of water 
or fluids for patients suffering from a respiratory 
infection, or for a well balanced prophylactic 
diet. This, after all, only substantiates a time 
honored form of therapy in the face of such 
findings.” 

Doctor Barlow writes further, “In conclusion 
I would say that so far nothing definite can be 
claimed as to the effect of diet upon the respira- 
tory lymphatic changes, except possibly vitamin 
A, and it is difficult to say how much of the lym- 
phatic enlargement is due to vitamin A defi- 
ciency and how much to secondary infection.” 

In the face of this seemingly gloomy outlook 
is there something to present of a more cheerful 


nature? Most certainly there is, for when cor- 


related these reports are extremely valuable. But 
first let me shift the inquiry to a study of the 


patient with the questions: why and when does 
he “take cold,’ what conditions reside in him 
to invite colds, what environment guards or 
witat threatens his health? 

There are then two kinds of causes of colds, 
aud in order that the cold be “caught” it is 
necessary that one active and at least one pre- 
disposing cause be operative at the same mo- 
ment. The two active or inciting causes are, 
first atmospheric conditions and, second micro- 
organisms and they are equal in importance. It 
is extremely important that we clearly compre- 
hend these two active causes and also our limi- 
tation in controlling them. Atmospheric condi- 
tions may be only partially modified and infec- 
tions can not always be excluded. 

The predisposing causes are frequently found 
in the nose and throat, but heart, kidney and 
skin lesions require mention. In children ade- 
noids constitute the chief predisposing cause 
while subacute sinus and tonsil inflammation top 
the list for adults. Deflected septums, enlarged 
turbinates, improper dress, too dry or dusty air, 
over loaded digestive system, etc., each may pre- 


dispose. Each patient has his own particular 
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group of causative agents or conditions and can 
be wisely advised only after individual study. 

I place less and less confidence in the general 
health rules offered to the public. What so fre- 
quently happens is, that the patient is impressed 
only by certain parts of the advice so presented, 
which appeal to him, and which he has already 
been following and which in his case have little 
bearing on the condition, while other factors, the 
real culprits, are ignored. 

Time prohibits more than a brief suggestion 
—take the simple question of cold air. The 
admonition “get plenty of fresh air” is regu- 
larly added to every newspaper article dealing 
with health. Now fresh air and cold air are 
synonymous in the minds of most people. hence 
sick or well they believe they are heeding sound 
advice by sleeping in a gale of cold air, whereas 
quite the reverse may be true. Cold air is seri- 
ously harmful to sinus and head-cold-cases. Air 
below the temperature of 55 or 60 Fahrenheit in 
the sleeping quarters of a patient suffering from 
an acute rhinitis or sinusitis is positively contra 
indicated. 

In reference to nasal predisposing cases radical 
surgery is required at times but frequently is un- 
wise and unnecessary. A sinus will often be- 
come normal if drainage and ventilation is pro- 
vided. Each case is a law unto itself. I hold 
no brief either for or against nasal surgery, it is 
no panacea but it is effective when wisely 
selected. A degree of moderation must be one 
thread which runs unbroken through the entire 
fabric of our plans and advice. 

J. I. Dowling by demonstrating his nasal pack, 
has provided one of the most efficient weapons 
in combating nasal infections. Solutions of 
colloidal silver poured into the nose produce 
scarcely enough benefit to compensate for the 
muss they cause, but used as Dowling suggested 
they are therapeuticly active and sometimes to 
an astonishing degree. Whatever procedure is 
required, the predisposing causes must be sought 
out and removed or controlled before any degree 
of immunity may be secured. 

The reason for this is readily understood when 
we consider that atmospheric conditions are 
largely outside our control and as Doctors 
Abramson and Barenberg have pointed out con- 
trol of contact infection is only partially success- 
ful, so that our best point of attack is to remove 
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the predisposing causes. I recognize that in 
some cases predisposing conditions are incurable 
but in mamy more they are curable if they can 
be found. This is the task which challenges the 
physician’s best efforts. 

All this is very much worth while not because 
we must needs prevent a few colds but because 
a few neglected colds produce chronic pathology 
which in turn invites many head colds and much 
serious pathology threatening function and life 
itself. I earnestly desire to stress the fact that 
common colds and other infections in this region 
yield to treatment so that the severity is lessened 
and convalescence shortened and in addition to 
this and which is perhaps of greater importance, 
less permanent pathology results. 

On the positive side of immunization much 
should be said but the review nature of this 
paper prohibits any exhaustive exposition, how- 
ever one phase must not pass by unnoticed. 
Much too little attention has been given to that 
process of hardening which includes the frequent 
exposure of the body to sun, air and to cool and 
then cold water. 

The close reflex connection between the skin 


of the body and the nasal turbinates is too little 
understood and utilized. Through this relation- 
ship a hardening or immunization program can 
be instituted, using graduated and controlled 


doses of cool-water-bathing. This hardening 
process is not for the sick, it is for the well man 
only. The predisposing causes of colds must first 
be removed before such a program can be effec- 
tive and it should be discontinued during any 
acute infection. 

It would serve my purpose most admirably 
were it possible to quote at great length from 
“The Common Head Cold” by Walter A. Wells, 
M. D. “If we constantly evade asperities of the 
weather we shall not be able ever to resist them, 
but if we expose ourselves in a reasonable way, 
we increase our powers of endurance and make 
ourselves gradually less susceptible to their harm- 
ful effects. 

“There is a good reason indeed to accept the 
view of Huntington that no nation has ever risen 
to greatness except in a climate marked by 
storms, and sudden variations in temperature 
and humidity, not only from season to season, 
but also from day to day. There are, however, 
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limitations beyond which the individual may 
not be exposed without harmful results.” 


SUMMARY 


Infections in the upper respiratory tract con- 
stitute a serious menace to the health and the 
life both of adults and children, and are accom- 
panied by enormous economic loss. 

All study of the subject, its prevention, cause, 
and cure, based upon a bacterial conception, rests 
upon a half truth only. Atmospheric conditions 
should receive equal consideration with micro- 
organisms as inciting agents both of which 
are but partially under our control. Pre- 
disposing causes, which are ever present, must 
and usually can be successfully controlled. These 
causes suggest an excellent mode of attack, but 
they can be discovered and appreciated only 
through individual study. 

The keynote to a successful immunization 
plan is that intimate relationship between the 
peripheral circulation in the nose and in the 
skin so that resistance to colds in well indi- 
viduals can be developed by the judicious use of 
pure air, sunlight and cool-water-bathing. 
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DISCUSSION 


Dr. Frank Novak, Chicago: Mr. Chairman and 
Gentlemen: I wish to congratulate Dr. Conger on 
the presentation of his paper. It has been said that 
the singing by an operatic star of the first magnitude 
of a simple song such as “Home, Sweet Some” or 
“The Last Rose of Summer” is the last and most diffi- 
cult test of the artist’s technic, and I believe that the 
reading of a paper by a noted larynogologist on a 
head cold is a test of a similar character. 

After all, we know very little more about the thera- 
peusis of a head cold than we knew fifty years ago, 
yet I believe there is a light on the horizon. The 
early bacteriologists after Pasteur said and believed 





306 ILLINOIS MEDICAL JOURNAL 


firmly that the future physician will be an immunologist, 
and I believe the solution of the problem of the ordi- 
nary head cold is in the field of immunology. Last 
year at the meeting of the Academy I presented the 
work, the theory of immunity of Besredka of the Pas- 
teur Institute. This theory of his and the work that 
has been done in this country are apparently pretty 
much unknown, and yet they are engaging the atten- 
tion of some of the leaders in immunology all over 
the world. 

Professor Cannon at the University of Chicago is 
subjecting this particular work to tests for corrobora- 
tion and his results are extremely interesting. I be- 
lieve there is a fruitful field for the otolaryngologist in 
the management and study of the head cold in the work 
done by Besredka on local tissue immunity. This is 
a radical and a revolutionary change in our ideas of 
immunity. It discards the question of immune bodies 
altogether ; he says they play no role in immunity, they 
are accidental appearances in the blood stream and 
in the tissues, but it is impossible at this time within 
the few minutes allowed for a discussion, to go into 
it. However, I would recommend that any of you 
gentlemen who have not read Besredka’s monograph, 
which was translated from the French, on local tissue 
immunity, should read it, because I believe it is the 
answer and will be the answer to much of the question 
of infection about the head and neck with which we 
are concerned. 

Dr. G. P. Conger, Oak Park: In the atmosphere 
which we are now enjoying it would be best to make 
my discussion rather brief. 

We do not know enough about it, it is true, and 
I shall not try to discuss it much further, other than 
to express my appreciation of those who have dis- 
cussed this paper. 

I was extremely glad that Dr. Novak mentioned the 
local tissue immunity. 

As to diagnosis, Dr. Beck, the time prohibits. So 
far as respiration through a tracheotomy tube is con- 
cerned, perhaps the filter which is usually used over 
that opening made into the respiratory apparatus may 
ve more efficient in ruling out and in preventing infec- 
tion than the natural filter of the nose. I have had no 
experience with the non-specific protein therapy and I 
had hoped very much that that might be brought up in 
this discussion. 

I feel one thing: As Lincoln said, “The world 
will little note nor long remember what we say here 
today,” but it is extremely important what you go 
home and do, After you study the question of the 
care of colds and if you are interested enough in it 
to try to decide that the way you have is or is not 
quite satisfactory, or that some other way can be an 
improvement, and then get down and really study the 
subject, it is of a great deal of use that such a paper 


was read. 
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THE TERMINAL BOWEL AND SYSTEMIC 
DISORDERS 


WituiamM A. Hinckie, M. D. 
PEORIA, ILLINOIS 


There are three principal ways in which path- 
ology of the terminal bowel may be responsible 
for disorders in remote parts of the body; viz: 
1. as a focus of infection; 2. as a source of toxic 
absorption ; 3. as a center of reflex irritation. 

We do not question that an apical abscess no 
larger than the point of a lead pencil may lead 
to serious consequences. We do not doubt that 
an infected tonsil no larger than the end of one 
thumb may he responsible for chronic invalidism. 
We are not surprised when we find that from the 
5 to 10 square inches of mucosa lining a gall- 
bladder may be absorbed sufficient infectious and 
toxic material to produce not only distressing 
functional disorders but serious organic diseases. 

All up-to-date physicians now recognize and 
look for these and other foci. But from some 
unaccountable reason most of us forget or neg- 
lect to examine the terminal bowel as a possible 
source of such infection. In the human sewer 
are countless millions of bacteria and an im- 
mense amount of toxins which constantly bathe 
its 200 to 400 square inches of mucous surface. 
This protective lining is continually subject to 
traumatic and chemical irritation, which tends 
to break down nature’s defenses and opens a 
fertile field for infections. 

Fistulous tracts, fissures, infected crypts, 
eroded and ulcerated hemorrhoids may be the 
nidus responsible for many remote conditions. 
More prevalent and prevocative than any of 
these, however, is the low grade chronic in- 
flammation of the mucosa of the terminal bowel 
known as proctocolitis. The more general use 
of the proctoscope and sigmoidoscope have shown 
these conditions to be of much more frequent 
occurrence than was formerly supposed. 

That infections do originate in the terminal 
bowel is evidenced by the large number of condi- 
tions in which the bacillus coli is found, such 
as pyelitis, cystitis, cholecystitis, peritonitis, 
arthritis, ischio-rectal abscesses, etc. While dis- 
eased conditions in which this bacillus is found 
always have their foci in the intestinal tract, 
there are numerous other infections which may 


arise here. Streptococci, staphlococci, the ba- 
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cillus of Welch and numerous other pathogenic 
micro-organisms grow here in profusion. From 
here they may be carried to any part of the 
body. 

But it is not alone as a focus of infection that 
the terminal bowel is responsible for systemic 
disturbances. Toxic absorption will account for 
many disabilities even where no infectious or- 
vanisms have penetrated the mucosa and entered 
the blood streams or lymphatics, 

It is a well known fact that enough toxins are 
constantly present in the colon to speedily kill 
the host, if their absorption were not prevented 
or limited by the defensive powers of the in- 
testinal mucosa. It is also a well known fact 
that such absorption is greater when the normal 
elimination of the fecal matter is interfered 
with as in intestinal stasis. Such absorption is 
also much greater when the normal defensive 
powers of the intestinal mucosa is lessened in 
inflammatory conditions such as enteritis and 
proctocolitis. Many attacks of headache, mi- 
grain, tonsillitis, biliousness, indigestion, and 
even pulmonary disorders and skin lesions can 
be traced to toxic absorption from the bowel. 

Even laymen recognize the desirability of free 
and regular evacuations and know the deleterious 
results that may follow when such evacuations 
do not occur and toxic absorption results. 

Aside from being a focus of infection and a 
source of toxic absorption, there is a third man- 
ner in which the terminal bowel may act as a 
cause of disease. The abundant nerve supply of 
the anal canal and its contiguous tissues makes 
this area a prolific source of reflex irritation. 
llere the cerebrospinal and sympathetic nerves 
communicate as nowhere else in the body. Here, 
as nowhere else, nerve irritation may reflexly 
affect distant organs and tissues. 

Fissures, fistula, cryptitis, and other irritated 
conditions, especially in the lower rectum and 
anal canal are often responsible for constipation, 
spastic colon, abdominal distress, indigestion, 
backache, sciatica, leg pains, coccygalgia, neu- 
ritis, nervousness, headache, and a host of re- 
lated conditions. 

Even when the primary cause of physical dis- 
orders are to be found elsewhere in the body, 
foci of infection, toxic absorption or reflex irri- 
tation in the terminal bowel may be the last 
straw that breaks the camel’s back. They may 
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be the overload that breaks down nature’s de- 
fenses and permits the other deleterious causes 
to become effective. In fact, there is hardly a 
disease, either acute or chronic, that may not be 
caused or aggravated by trouble in the terminal 
bowel. 

Most of us, I think, lay little stress on case 
histories, so I shall report briefly only three 
which illustrate the far-reaching influence of 
lesions in the terminal bowel. 


Mrs. S., aged 44, came complaining of severe pain 
during and after defecation of some months standing. 
She also had severe headaches daily. Examination dis- 
closed a large fissure, and an inflamed sentinel pile to- 
gether with a spastic sphincter. The sphincter was 
divulsed and the pile removed in the office. Within 24 
hours her rectal pain and headache disappeared. These 
head pains were doubtless reflex in origin. Had they 
been due to toxic absorption they would not have ceased 
till sufficient time had elapsed for elimination. 

Mrs. C., aged 56, General health good except for a 
chronic arthritis which has bothered her for some years, 
and a blood pressure which stayed around 200. She 
was badly constipated; had had no bowel movement in 
7 years without physic or enema. Her stools were 
always small. She had a sensation of obstruction when 
trying to defecate. No history of tumor protrusion. 
For some months had had dull ache in region of ‘coccyx 
extending down thighs; also much occipital headaches 
with dizziness. Examination showed a sphincter so 
tight that it would not admit the index finger. The 
blood pressure was 205-130. Carmine by mouth ap- 
peared in the stool in 24 hours and did not disappear 
for 5 days. Under local anesthesia the sphincter was 
divulsed. This disclosed two inflamed papillae and 
much looseness of the rectal mucosa. The papillae were 
removed. Later the relaxed mucosa was treated by 
submucous injections. Five days after the first treat- 
ment the patient told me her bowels were moving daily 
and the sensation of obstruction was gone. Her blood 
pressure was 160-100. Three weeks later she volun- 
teered the information that her rheumatism was much 
better. Six months later her blood pressure was 150- 
100. In this case the coccygalgia and constipation were 
doubtless due to the spastic sphincter; the high blood 
pressure to toxic absorption. The toxemia also aggre- 
vatid her arthritis. 

Mrs. F., aged 48, General health good till about seven 
years ago when the death of a son was followed by a 
nervous breakdown from which she had not recovered. 
The patient was easily exhausted and unable to take 
care of her domestic and social duties. She had not 
been down town for several years because she could 
not stand crowds. In fact, she was a typical neuras- 
thenic. She had been almost continually under the care 
of competent physicians who had done most everything 
except to make a thorough examination and apprasial 
of her rectum and anus. I was consulted because the 
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patient was constipated, had mucus in her stools and 
had some discomfort on defecation. 

An examination showed two inflamed skin tabs, a 
small fissure posteriorly, two non-prolapsing internal 
hemorrhoids and some proctocolitis. The sphincter was 
spastic and sensitive. The skin tabs were removed and 
the fissure taken care of. Later the hemorrhoids were 
cured by submucous injections. This was followed by 
regulation of her diet and indicated medication. Her 
improvement was slow but positive. In four months 
she was attending to her social and domestic duties and 
coming down town at will. She has since taken several 
long auto trips without any unusual results. In_ this 
case, anal irritation and toxic absorption had made a 
chronic invalid of the patient. 

Lest we forget, let me again emphasize that 
in our search for foci of infection, toxic absorp- 
tion, and reflex irritation, we should not over- 
look the terminal bowel which is one of the most 
fertile fields. 

701-2-3 Jefferson Building. 





THE PENNSYLVANIA HOSPITAL AN- 
NOUNCES THE OPENING OF AN INSTI- 
TUTE FOR MENTAL HYGIENE—AN EX- 
PERIMENT IN MEDICAL ECONOMICS IS 
ALSO PLANNED 


The Pennsylvania Hospital announces the opening 
of its Institute for Mental Hygiene and asks your co- 
operation, especially for two ventures—one in finding 
a new type of medical patient and the other in finding 
a fair rate of charges for patients of moderate means. 
These ventures cannot succeed without the help of the 
leaders in medicine in this community. 

The Institute is planned for patients who will meet 
the physicians more than half-way in recognizing that 
they need help—for fatigue, worries, fears, maladjust- 
ments, difficulties in getting on with other people or at 
their work. The services are for both out-patients and 
resident patients. There are private accommodations of 
any type desired for those who remain at the Institute 
for extensive diagnostic service and treatment. Mental 
factors as well as physical will be sought out and 
treated. Classes in occupational and physical therapy, 
music, and recreation can be used by out-patients or 
by the patients of any member of a County Medical 
Society who wishes to make arrangements for them 
with the occupational or physical director. Children 
will be received in the out-patient department and in 
the Franklin School for problem children. The Insti- 
tute is not licensed and cannot receive any committed 
patient. It will be greatly interested in toxic mental 
disturbances and in problems of general convalescence. 

An experiment in medical economics is also planned. 
It is believed that many patients are now hiding their 
troubles from physicians because they dread unknown 
changes on one hand and free clinics on the other. 
The Institute will try to furnish an actual cost-of-care 
service designed to give people of moderate means every 
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essential of good treatment, including privacy and choice 
of physician, but with no element of charity. Its 
experience with such patients it will at once give to 
physicians in private practice in the hope that a new 
group will come to physicians’ offices for help. Private 
full rate patients will also be received, and the Insti- 
tute will be ready to help suitable low rate and free 
patients. 

Patients may be referred for supervision and treat- 
ment or for consultation only. When patients are re- 
ferred for treatment, the Institute invites the physician 
to act as consultant. 





CONTROL OF BARBITAL ANESTHESIA AND 
POISONING BY DIURESIS 


While using barbitalized dogs in some work on hyper- 
glycemia, Carl A. Johnson, Arno B. Luckhardt and J. 
A. Lighthill, Chicago (Journal A. M. A., Aug. 23 
1930), were struck by the apparent rapid recovery of 
these animals as compared with others not receiving 
large quantities of dextrose solution. THis led to the 
use of diuretic measures in one clinical case of at- 
tempted suicide with barbital, and to the experimental 
work reported. A typical experiment consisted of a 
control experiment in which the recovery time was 
determined following the intravenous injection of 225 
mg. of soluble barbital per kilogram. After an interval 
of from ten to twenty-four days the same dose of soluble 
barbital was given to the same dog and this was fol- 
lowed in one or two hours by 1 liter of 10 per cent 
dextrose solution given intravenously and the recovery 
time was noted. After another interval of from ten 
to twenty-four days a second control experiment sim- 
ilar to the first was performed in which soluble barbital 
was given without a subsequent intravenous injection 
of dextrose. Those dogs receiving 1 liter of 10 per 
cent dextrose solution following the barbital injection, 
the recovery time was reduced, in most dogs, to less 
than one-half. Gower and Tatum suggested that on 
the basis of the excretion of barbital in the urine, the 
most rational means of treatment of acute barbital poi- 
soning is to maintain optimum renal function. The 
authors feel that their experimental work supplies proof 
for the usefulness of this method treatment in cases 
of poisoning with barbital and other barbituric acid 
compounds, 





NEED FOR ORGANIZATION IN THE MEDICAL 
PROFESSION* 


“Those who have the public health in view and want 
to succeed in this contest will have to make a more 
vigorous fight. They must organize to educate the 
people and to inform legislators. They must spend 
their time and money more freely in presenting the 
public’s cause to the legislatures of the country, and, 
indeed, to the courts, too, which also require ample 
arguments on the cases before them. The persistent, the 
vigilant, the crusading men win. It is unfortunate that 
truth has to be thus enforced, and that it is not self- 
evident. But error propagated by money, enthusiasm and 
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a not too scrupulous regard for facts often—in some 
fields generally—overcomes truth, which thus crushed 
to earth only after a long period of time will rise again. 
Those who would give the public better laws, if they 
would succeed, must not be content with merely stating 
their case scholastically; they must organize to propa- 
gate it and then enforce it and compel attention to it 
by the practical methods everywhere influential with 
men, not only today but tomorrow and year after year, 
until the truth is permanently embodied in the law as 
the settled policy of the state.” 

*Harry Eugene Kelly, in Journal of the American 
Medical Association, Aug. 17, 1929. 





Society Proceedings 


ADAMS COUNTY 
The regular monthly meeting of the Society was held 
in the Elks’ Club Hall on Monday, September 15. 
The meeting was called to order by the president at 
8:20 P. M., with twenty-five in attendance. 
In the absence of the essayist, a motion was made 
that the business meeting be taken up first. Carried. 


Business Meeting 


The secretary made a motion that the minutes of 
the Council and Medical Society meetings that have 
been published in the bulletin for June, July, August 
and September, be approved as published. Carried. 
The secretary then read the minutes of the September 
meeting of the Council. These were approved as read. 

A letter received from the Standard Review Club 
of Qunicy was read and a motion carried that this let- 
ter be referred to the public health committee for 
subsequent report to the Society. 

The application of Dr. T. J. Merar for membership 
in the Society was read and turned over to the board 
of censors for report. 

The secretary asked if there were any suggestions in 
regard to the all-day meeting to be held in November 
but none were offered. 

A letter from the Muscatine County Medical So- 
ciety of Iowa was read relative to securing informa- 
tion against Station KTNT. 

Dr. Knox introduced the following resolution and 
moved that it be adopted and a copy of same be sent 
to the national headquarters of the American Red 
Cross Society. This was seconded by Dr. Center and 
after considerable discussion the motion was carried. 

Wuereas, At the April, 1930, meeting of the Adams 
County Medical Society a resolution was passed to 
this effect that before any member of this Society 
accepted an appointment with any lay organization, for 
any so-called health movement, that before such ap- 
pointment could be accepted by any member of this 
society, said acceptance should have the approval of 
this society, and 

Wuereas, It has recently come to our observation 
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that the American Red Cross Society has opened so- 
called first aid stations at certain points on the routes 
of our hard road, and whereas several of the mem- 
bers of this society have cooperated with and accepted 
appointments with this organization to serve at these 
stations as the need arises; therefore, be it 

Resolved, That these members be requested to with- 
draw their support from all of these so-called organ- 
izations, serving for the benefit of “suffering human- 
ity” until this society has given its approval and 

Wuereas, In the event that these members con- 
tinue to serve these organizations that they be asked 
to withdraw from the society. 

A motion was carried that the secretary be in- 
structed to notify the members of the Society who 
had accepted appointments from the American Red 
Cross Society and who were effected by this resolution. 

Scientific Meeting 

Dr. Frank Cohen read a paper on the “Diagnosis 
of Allergy” which was discussed by Drs. Stevenson, 
Knox and Center and finally closed by Dr. Cohen. 

The secretary made an announcement relative to the 
October meeting and also stated that more material 
was needed for the Bulletin. 

The meeting adjourned at 9:45 P. M. 

Harotp SwANBERG, Secretary. 





ALEXANDER COUNTY 


The Alexander County Medical Society opened its 
fall activities with a dinner meeting at the Halliday 
Hotel, Cairo, on the evening of September 19. In- 
vitations to the meeting had been sent to the phy- 
sicians in the surrounding territory, and there were 
nineteen visitors present. 

Dr. Alexander Brunschwig, of the Department of 
Surgery, Medical School of Chicago University, was 
the principal speaker at the scientific program follow- 
ing the dinner. He gave a very fine illustrated lec- 
ture on the subject, “Some Rare Diseases of the 
Epiphyses of the Bones of the Extremities.” This lec- 
ture, for the most part, covered the results of original 
investigations made by him and his collaborators dur- 
ing the last three years. It was very instructive. 

The secretary of the Society announced that the 
program for the October meeting would be a paper on 
a timely subject by Dr. Jas. S. Johnson, of Cairo, a 
member of the Society; also that Dr. Leslie Wallace, 
of Thebes, Ill., also a member, would present a paper 
at the November session on “Coronary Thrombosis.” 
The December meeting will be a business session for 
the election of officers, followed by the annual banquet. 

Jas. W. Dunn, Secretary. 





SCHUYLER COUNTY 
The Schuyler County Medical Society held their 
third annual fall meeting Thursday evening, Septem- 
ber 4, at Rushville, Scripps Park. There was an at- 
tendance of about two hundred. 
This has proved to be one of the most successful 
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points for a get-together meeting anywhere downstate. 
There is much said, pro and con, about the inability of 
the small county medical society to function, and the 
difficulty to have a program. This is certainly dis- 
proven by this small society of about seven or eight 
members. Men of the ability to have a meeting with 
200 present, certainly have the ability to arrange 
programs among themselves and adjoining county so- 
cieties, monthly during the year. This is a splendid 
example of what can be accomplished by a small county 
medical society. It affords the members of the Illinois 
Medical Society for a radius of 100 miles on both sides 
of the Illinois River, the opportunity to get together 
and become acquainted. It is certainly inspirational 
to every member of a small county medical society. 

The president of Schuyler County Medical Society, 
Dr. C. M. Fleming, and the secretary, Dr. H. O. Mun- 
son, with other members, and their wives, deserve much 
credit for their ability to entertain this large number 
of physicians with such a splendid dinner and program. 

In the absence of Dr. Chas. D. Center, councilor 
for the sixth district, who was to preside as toast- 
master, this honor was given to Dr. Andy Hall, direc- 
tor of the State Department of Public Health. 

The program was as follows: 

Problems in Connection with Fracture of the Neck 
of Femur—Dr. Kellogg Speed, Associate Professor of 
Surgery, University of Illinois, Chicago, Illinois. 

Discussion—Dr. Herman W. Wellmerling, Sloan 
Clinic, Bloomington, Illinois. 

Everyday Anemias—Their Significance and Man- 
agement by the General Practitioner—Dr. Charles 
Spencer Williamson, Professor of Medicine, University 
of Illinois, Chicago, Illinois. 

Discussion—Dr. George Parker, Internist, Peoria, 
Illinois. 

A Pen Picture of the Country Doctor—Dr. R. F. 
Lischer, Mascoutah, Illinois. 

Dr. Speed made the point of length of time for 
permanent results, a correct diagnosis, with frequent 
x-ray observations, as necessary factors in securing 
good results. His ripe experience made his talk espe- 
cially practical and interesting. 

Dr. Williamson made his subject a very new one by 
telling of the research work carried on in his De- 
partment of Medicine at the University of Illinois, to 
show the iron reserves in certain organs of the body, 
and the influence of diet in the maintenance of these 
reserves. Those discussing the program added much 
to the interest and understanding of the papers. 

Dr. Lischer, in his portrayal of the country doctor, 
describes his many amusing experiences, as well as 
his trained ability to meet the serious emergencies of 
his environment. 

What Schuyler County has done at this annual 
meeting is a splendid example for the small county 
societies of the State. 

S. E. Munson, 
Councilor, Fifth District, Ill. State Med. Soc. 
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Marriages 


Emit Hauser, Chicago, to Miss Mary Thomas 
of Woodstock, Ill., July 28. 

Garwoop C. RicHarpson, Chicago, to Miss 
Metta Catherine Graf of Springfield, Mo., Sep- 
tember 2. 

Grorce Ruxstinat to Miss Lucille Peters, 
both of Chicago, July 5. 

Sruart L. Smiru, Pittsfield, Il, to Miss 
Ethel Wentz of Edwardsville, August 15. 





Personals 


Dr. Robert W. Keeton addressed the Sang- 
amon County Medical Society, September 4, on 
colitis. 

The Madison County Medical Society was ad- 
dressed, September 5, by Dr. Harry G. Greditzer, 
St. Louis, on prostatitis. 

Dr. Nathan S. Davis, III, talked on “Diag- 
uosis and Treatment of Heart Disease” before 
the Rock Island County Medical Society, Sep- 
tember 9. 

The Douglas County Medical Association was 
recently addressed by Dr. John R. Neal, Spring- 
field, who spoke on legislative matters concern- 
ing the medical profession. 

Henry C. Niblack is scheduled to give the 
first of a series of eight health talks before the 
Young Mothers Club of West Chicago, Wednes- 
day evening, October 1. 

Roswell T. Pettit of Ottawa will give a health 
talk at the October 1st meeting of the Lutheran 
Immanuel Church Mothers Circle, Chicago. 

J. F. Jaros will give a talk on “The Backward 
Child” at the October 2 meeting of the Nobel 
School Parent Teacher Association. 

W. A. N. Dorland will present the subject of 
Cancer before the Forest Park Lions Club, Oc- 
tober 2. 

Dr. Max S. Wein, addressed the Fulton County 
Medical Society, at Canton, Ill., September 24, 
on the relation of dermatology to general med- 
icine. 

Dr. James lL. Smith was appointed superin- 
tendent of the Illinois Charitable Eye and Ear 
Infirmary by Governor Emmerson on August 
1, 1930, taking the place of Dr. Leo Steiner. 
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Dr. Le Roy Thompson was appointed chief of 
staff of the Illinois Charitable Eye and Ear In- 
firmary by Governor Emmerson on August 1, 
1930, taking the place of Dr. William L. Noble. 


Dr. C. Ellsworth Black, Jacksonville, ad- 
dressed the Morgan County Medical Society, 
September 11, on “Appendical Abscesses”; Dr. 
Warner H. Newcomb spoke on purpura, and Drs. 
William H. Weirich and Frank Garm Norbury, 
medical observations abroad. 


Sir James Purves-Stewart, English neurol- 
ogist, lectured at Northwestern University Med- 
ical School, September 16, in the Ward Mem- 
orial Building, 303 East Chicago Avenue, on 
“[isseminated Sclerosis.” 


Ira C. Copley of Aurora is reported to have 
given to the Aurora Hospital Association a 
building fund of $1,000,000, a site valued at 
$150,000, and an endowment fund of $1,295,000. 


Dr. Harry E. Marselus, formerly assistant di- 
recting officer at the East Moline State Hos- 
pital, has been transferred to the state school 
at Dixon. He will be succeeded at the East 
Moline Hospital by Dr. Wilson K. Dyer of the 
state hospital at Peoria, and Dr. Dyer’s posi- 
tion will be filled by Dr. Henry B. Knowles of 
the Dixon school. 


Howard J. Shaughnessy, Ph.D., Chicago, has 
been appointed chief of diagnostic and research 
laboratories of the state department of public 
health to succeed Thomas G. Hull, Ph.D., who 
resigned last spring. In 1926 Dr. Shaughnessy 
was an instructor in the department of bacteri- 
ology, pathology and public health in the Yale 
University School of Medicine and since 1927 
has been an instructor in the University of Chi- 
cago, in charge of research investigation on in- 
fantile paralysis. 

Hugo Duess, under the auspices of the Chi- 
cago Tuberculosis Institute, gave an interesting 
talk over WGN on September 10 on “Distribu- 
tion and Control of Tuberculosis.” 


Don C. Sutton presented a paper before the 
Wisconsin Medical Society on September 10 on 
“Mechanism of Pain in Angina Pectoris.” 

Edward S. Blaine will attend Dr. Bloodgood’s 
special course on Bone Tumors in Baltimore the 
week of September 15 and will also attend the 
annual meeting of the American Roentgen Ray 
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Society at West Baden the following week, par- 
ticipating in the program. 

Robert 8S. Berghoff presented a paper before 
the McLean County Medical Society on Sep- 
tember 9 on “Syphilis of the Heart.” 

Irving F. Stein will present a paper before 
the Michigan State Medical Society at Benton 
Harbor on September 16 on “Roentgen Diag- 
nosis in Gynecology and Obstetrics.” 





News Notes 





—The 59th annual meeting of the American 
Public Health Association will be held in Fort 
Worth, Texas, October 27 to 30. 

—Clinical Medicine & Surgery has added a 
new feature to the Journal, namely, a depart- 
ment of Physical Therapy and Radiology in- 
augurated in the September, 1930, issue of the 
Journal. 

—The medical disploma of Damaso Tumaneng 
Samonte, dated September 1, 1930, has been re- 
ported as lost by Dean Louis D. Moorhead of 
Loyola University School of Medicine. The loss 
occurred while the diploma was being transferred 
by messenger from the arts and science depart- 
ment of the university to the medical school. It 
did not contain the signature of Dean Moorhead 
or the university seal. 

—The special committee, appointed by the 
chairman of the council, to assist the health 
commissioner in settling the baby marking ques- 
tion, held a meeting Friday, September 19. 

It was decided to appoint a sub-committee of 
three, Drs. John J. Pflock, F. F. Maple and 
A. H. Ferguson, to confer with the health com- 
missioner, and to bring recommendations to the 
council of the medical society. 

—The milk sanitarian from the U. 8. Pub- 
lic Health Service is making a two months’ in- 
spection tour to ascertain the prevailing sanitary 
conditions in the industry covering the handling 
of milk from the cow to the consumer. He will 
inspect milk distributing and pasteurizing plants, 
transportation facilities and producing farms 
in fifteen representative communities of all popu- 
lation ranges. The cities selected at random 


include Chicago, Peoria, Rockford, East St. Louis 
and Springfield in the upper population group ; 
Quincy, Urbana-Champaign, Joliet, Decatur and 
Elgin in the intermediate group; and Mount 
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Vernon, Murphysboro, Carlinville, Paris and 
De Kalb as the group of least population. Rat- 
ings will be made on the basis of the sanitary 
conditions found and computed with those found 
in other states, and the report based thereon will 
be submitted to the White House Conference on 
Child Health. 


—The board of trustees of the Michael Reese 
Hospital announces the opening of a group of 
laboratories designed for research in diseases of 
the heart. The laboratories were established pri- 
marily through a gift of $20,000 outright and 
the creation of a trust fund of approximately 
$120,000 by Mrs. Fannie Wedeles in memory of 
her husband, the late Emil Wedeles. Contribu- 
tions by Milton L. Strauss, Morris Vehon, Harry 
D. Oppenheimer, Frederick K. Babson and Theo- 
dore A. Weil have aided in the establishment and 
maintenance of the new laboratories. The in- 
vestigation of angina pectoris and coronary 
sclerosis and thrombosis will be the first prob- 
lems studied. In connection with the labora- 
tories has been established a cardiac clinic which 
employs two full time cardiac social workers. 
Beds for the study of heart patients have been 
set aside in the general hospital wards. A full 
time medical director and a staff coordinate the 
various aspects of this project and the work of 
the staff of Michael Reese Hospital. One of the 
activities of the heart group is the giving of 
graduate courses for physicians. The work of 
the clinic is designed to assist in the country- 
wide movement for the prevention and control 
of heart disease, from which there has been a 
constantly increasing death rate. 

—According to the Associate Press under date 
of September 17, Dr. John R. Brinkley, whose 
claims for success in transplanting goat glands 
into human patients for rejuvenation have at- 
tracted wide attention, today was shorn of his 
license to practice medicine and surgery in 
Kansas. 

Finding the Milford specialist and hospital 
owner guilty of gross immorality and unpro- 
fessional conduct, the Kansas board revoked the 
certificate granted him in 1916. 

Simultaneously the Missouri board of health 
announced it had cited Dr. Brinkley on a charge 
of unprofessional conduct growing out of com- 
plaints from former patients of that state. 
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Dr. James Stewart, secretary of the Missouri 
board, said a hearing would be held in Kansas 
City, Mo., October 9. 

Included in the charges against Dr. Brinkley 
was the assertion that the specialist’s “com- 
pound” operations for gland enlargements, re- 
juvenation and physical ailments could not be 
successfully performed “either with human or 
animal glands.” 

Dr. Brinkley made an unsuccessful effort be- 
fore the federal radio commission to obtain an 
extension in the license for station KFKB, oper- 
ated in connection with his hospital. 

The station later resumed operation pend- 
ing outcome of an appeal. The physician has 
announced discontinuance of his medicinal 
broadcasts and lectures, which contributed to his 
troubles with the medical association. 





Deaths 


Rosert Boyp Awnprews, Belvidere, Ill.; Chicago 
Homeopathic Medical College, 1896; member of Illi- 
nois State Medical Society; aged 58; died Aug. 16, of 
coronary thrombosis, myocarditis and hemorrhagic 
pancreatitis. 

Hiram Fouser, Momence, Ill.; General Medical Col- 
lege, Chicago, 1886; died, September 6, following retire- 
ment from practice for some time. 

Guy Herpsert Jacozsson, Taylorville, Ill.; Chicago 
College of Medicine and Surgery, 1916, and North- 
western University Medical School, 1922; a member 
of Illinois State Medical Society; county physician of 
Christian County and veteran of the World War; aged 
39; died September 8, of carcinoma. 

Ciaus F. P. Korssett, Chicago; Rush Medical Col- 
lege, 1886; aged 67; died, August 27, of cerebral 
hemorrhage and arteriosclerosis. 

Paut Kreye, Chicago; Bennett Medical College, 
Chicago, 1883; a member of Illinois State Medical 
Society; on the staff of Cook County, Columbus, St. 
Joseph’s and American hospitals; aged 77; died, Sep- 
tember 17, of tumor of lung and arteriosclerosis, fol- 
lowing an operation. 

MicHaAeEL A, SerriteLia, Chicago; Chicago College 
of Medicine and Surgery, 1916; a Fellow, A. M. A.; 
aged 42; died, August 12, of a self inflicted bullet 
wound. 

JANE GroMBIE TRULL, Elgin, Ill.; Bennett Medical 
College, Chicago, 1905; aged 59; died, September 6, of 
heart disease. 

Cuartes W. Warp, Chicago; Rush Medical Col- ” 
lege, Chicago, 1887; aged 71; died, July 24, of coronary 
embolism. 

CuHartes DoucLtas Wricut, Springfield, Ill.; Rush 
Medical College, 1880; aged 73; died, August 26. 
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